


a eens 


ARIZONA MEDICINE 


Journal of ARIZONA MEDICAL ASSOCIATION 


VOL. 13, NO. 5 : MAY, 1956 


TABLE OF CONTENTS 





ORIGINAL ARTICLES 


A REGIMEN IN ACUTE ALCOHOLISM 
Paul S. Armour, M.D., Phoenix, Arizona 

IS HYSTERECTOMY MANDATORY FOR MYOMA OF THE UTERUS? 
Joseph B. Raddin, M.D., Phoenix, Arizona 

THE TREATMENT OF EPILEPTIC SEIZURES 
Norman B. Brown, Iowa City, Iowa 


MEDICAL PROBLEMS 


PHOENIX CLINICAL CLUB 
James R. Moore, M.D., Phoenix, Arizona 


THE PRESIDENT’S PAGE 


PRESIDENT’S ADDRESS 
Abe I. Podolsky, M.D., President, Arizona Medical Association 


EDITORIAL 


A PRINCE HAS FALLEN 
LETTERS TO THE EDITOR 


TOPICS OF CURRENT MEDICAL INTEREST 


as as sg Ss ais ha eel medias a ee en ee eee Pe wok 190 
Guillermo Osler, M.D. 

PUBLIC WARNING AGAINST HOXSEY CANCER TREATMENT 

RESUME OF THE FOURTH ANNUAL CANCER SEMINAR 

W. WARNER WATKINS, M.D., 1883-1956 

HISTORY — Francis Withers Allen, M.D. 

en coe nN ee aha a wdWewebnbébwS Sho edb ee wee 214 
Norman Ross, M.D. 


WOMAN'S AUXILIARY 
YUMA COUNTY MEDICAL AUXILIARIES PUBLIC RELATIONS REPORT ..........213 
Mrs. Marian L. Stanley, Yuma, Arizona 
DIRECTORY 
LABORATORIES 
DRUGGISTS DIRECTORY 


SANATORIUM DIRECTORY 
PHYSICIANS DIRECTORY 





ae ~ - monthly by the Arizona Medical Association. Business office at 321 Heard Buildin: 


Arizona. Subscription 00 a year, tape ot y ~ Entered as second class matter March os 1921, at 
Postoffice at Phoenix, Arizona, Act of M bs 1 





























ARIZONA MEDICINE 


“Nourish the sapling 
to make strong the tree... 
What the child is, 


the man will be. * 


AD JOHNSON & CO 


You can specify & Ty) with confidence 


tical standards. Pablum Cereals are the only baby 
cereals made by nutritional and pharmaceutical spe- ; 
cialists. All four Pablum Cereals are enriched with f[ aa 
thiamine, riboflavin, calcium, phosphorus, copper, and 
with iron in its most assimilable form. 


All physicians appreciate the strictness of pharmaceu- ; 
pe 7 “ {pas.um) (Pas.um) —(PaBLuM) | _(PABLUM) 
‘ e 


»* 


ns) “ea - 
Now available in these bright new packages. 


Dblumn Produsta DIVISION OF MEAD JOHNSON & COMPANY, EVANSVILLE, IND. © Manufacturers of nutritional and pharmaceutical products 





IZONA MEDICINE 
vurnal of Uuzena Medical Usscialion 


VOL. 13, NO. 5 , MAY, 1956 


A REGIMEN IN ACUTE ALCOHOLISM 
Paul S. Armour, M.D.* 
Phoenix, Arizona 


Tox traditional methods of treatment of acute 
alcoholism are not wholly satisfactory as the 
diverse results reported in the great volume of 
papers on the subject attest. Largely sympto- 
matic treatment generally has centered around 
intravenous fluids, vitamins, sedatives and/or 
hypnotics. One important area where such treat- 
ment has been ineffective is control of the ex- 
treme agitation, tremor and tension commonly 
seen in these patients. Sedatives are helpful here, 
but their continued use in the required dosages 
presents the hazard of habituation, particularly 
in the alcoholic. In addition, it is generally recog- 
nized that alcohol potentiates some sedatives so 
that their anesthetic and lethal levels are lower- 
ed, thereby increasing the hazard from their 
use, This synergistic effect between alcohol and 
certain sedatives will be discussed in more de- 
tail later in this paper. 

During the past five years mephenesin has 
proved effective during the postalcoholic period 
(1, 2, 3). A derivative of propanediol, mephenesin 
has profound muscle relaxant properties with 
an associated tranquilizing or sedative effect. 
In 1953, the carbamic acid ester of mephenesin 
became available.* Its action has been reported 
as similar to that of mephenesin, but reputedly 
of longer duration (4). At the Franklin Hospital 
approximately 350 acute alcoholic patients are 
treated each year. Since mephenesin carbamate 
has become available, it instead of mephenesin 
has been used because of the reputedly more 
persistent blood levels produced. 


*Medical Director The Franklin Hospital, Phoenix, Arizona. 


In 1954 several papers on reserpine appeared 
in the American literature. Though its hypoten- 
sive properties were emphasized in the majority 
of these papers, two investigators reported a 
tranquilizing effect following reserpine admin- 
istration (5, 6). Such an ataractic effect appear- 
ed promising for control of the excitation and 
nervousness in alcoholism. 

Early in 1955 a trial of parenteral reserpine 
was initiated at the Franklin Hospital. At that 
time, an uncharted course for dosage and ef- 
fects was followed. Since the study began, how- 
ever, three other investigators have reported 
their observations in the use of reserpine for 
alcoholism (7, 8, 9). Two have noted results 
compatible with those obtained in the present 
study (7, 8). 

In this investigation, in addition to usual sup- 
portive measures such as intravenous fluids, vita- 
mins, sub-shock insulin, as indicated, and 
mineral amounts of sedatives usually limited to 
bedtime doses, the patients received reserpine, 
mephenesin carbamate and/or mephenesin, or 
reserpine concomitantly with mephenesin car- 
bamate and/or mephenesin unless there were 
contraindications. 

Following doses of mephenesin carbamate a 
definitely hypotensive effect was noted in some 
patients. When reserpine and mephenesin car- 
bamate were given concomitantly an additive 
hypotensive effect was observed in some cases. 
Both drugs were considered contraindicated for 
patients whose blood pressure on admission 
was below 120 systolic or 70 diastolic. If the 
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blood pressure dropped below these levels un- 
der medication, one or both of the drugs was 
discontinued. The decision as to which drug 
to discontinue was made on an individual basis, 
dependent on the patient’s apparent response 
to each drug. 

Mephenesin was administered as an elixir. In 
such form it was never given to a patient after 
48 hours of hospitalization. 

A Series of 100 cases of acute alcoholics treat- 
ed are reported here. Forty-nine received reser- 
pine concomitantly with mephenesin carbamate 
and/or mephenesin. Fourteen received reserpine 
but no mephenesin carbamate and, conversely, 
37 received mephenesin carbamate but no reser- 
pine. 

MATERIALS AND METHODS 
Drugs and Dosages 

Reserpine (Rau-sed) as employed in this study 
was a solution for parenteral administration, 
each cubic centimeter containing 2.5 milligrams 
of the drug, or as tablets for oral administration, 
generally containing 1.0 milligram of reserpine. 

Mephenesin was administered as a mixture 
aqueous suspension of the carbamic acid ester 
of mephenesin, 5 cubic centimeters containing 
1.0 gram of the ester. 

Mephenesin was administered as a mixture 
of equal parts by volume of Tolserol Elixir and 
dimenhydrinate.* The dimenhydrinate was add- 
ed to minimize gastrointestinal side effects. Each 
cubic centimeter of Tolserol Elixir contains 0.1 
gram of mephenesin (alcohol 24 per cent by 
volume). 

Generally doses of reserpine, depending on 
size and weight of the patient, ranged from 5 
to 60 milligrams daily by intramuscular adminis- 
tration, and were continued in the majority of 
cases at 15 milligrams every 6 hours throughout 
the hospital stay. When indicated, individual- 
ized dose of oral reserpine were given to pa- 
tients transferred to the outpatient department. 

Doses of mephenesin carbamate were 1.5 
ounces daily by mouth after meals and at bed- 
time, for as long as postalcoholic nervousness 
persisted or as long as the hypotensive qualities 
of the drug permitted. It was found that the 
medication should be administered after or well 
spaced between meals, for when given within 
45 minutes before meals, it nullified appetite, 
even in malnourished patients. 


*Supplied as Tolseram by E. R. Squibb & Sons. 
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“Franklin Rx”, or a mixture of Tolserol Elixir 
and dimenhydrinate, was used in one-half to 
one-ounce doses every 4 to 6 hours to sate the 
newly admitted patient’s desire for a “drink”. 
It was discontinued as early as possible and not 
used if the patient did not demand alcohol. 
Patients 

One hundred adult alcoholic patients were 
observed for a period ranging from one to 30 
days. The average period was 4.5 days. Nineteen 
of these subjects were female, 81 were male. 
They ranged in age from 27 to 72 years. On 
admission to the hospital, the sugar content of 
the blood in 54 patients ranged from 62 to 400 
milligrams of sugar per 100 cubic centimeters 
of blood; and the blood alcohol content in 49 
patients fro m.055 to .593 cubic centimeters of 
alcohol per 100 cubic centimeters of blood. The 
average blood sugar level was 99 milligrams per 
100 cubic centimeters and the average blood 
alcohol .169 cubic centimeters per 100 cubic 
centimeters. Laboratory work was not done for 
44 patients. 


The blood sugar determinations were non- 
starvation levels and should be downgraded 18 
to 20 milligrams per 100 cubic centimeters to 
approximate starvation levels. The blood alcohol 
levels were made shortly after admission of the 
patients to the hospital. Since a majority had 
been drinking until the moment of admission, it 
is likely these alcohol levels would have been 
higher had it been possible to take samples 40 
to 60 minutes later. 


On admission five male patients presented 
symptoms of delirium, another had a history of 
past delirium, one male and one female had 
hallucinations. One male was in a comatose 
condition with deep reflexes absent, and _ six 
other males were stuporous. In addition, thir- 
teen males and two females were incoherent. 


Secondary diagnoses observed were as fol 
lows: In the females: peptic ulcer—1, barbiturate 
tolerance—2, psychoneurosis—2, morphine ad 
diction—1, and the menopausal syndrome—2. Ii 
the males: diabetes—l1, asthma—3, neurasthenia 
—l, hypertension—4, bronchial pneumonia—1 
chronic diarrhea—1, psychoneurotic—1, toleranc« 
to sedatives—5, as well as urinary infection—1 
One male gave a history of thorocoplasty fo: 
tuberculosis. Where indicated, the patients re 
ceived treatment for such conditions in additior 
to treatment for alcoholism. 
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RESULTS 

In evaluating the results observed in the 100 
patients studied, a “good response” is reported in 
cases in which the regimen indicated marked 
benefit in quieting or relaxing the patient. 
Where a favorable response was observed but 
accompanied by persistent side efforts requir- 
ing additional medication, such as sedation by 
barbiturate, the response was considered “fair”. 
Where the medication seemed to increase the 
symptoms, the response is reported as “worse”. 
“Indeterminate” has been applied to those cases 
in which time for observation was too short to 
evaluate results or secondary symptoms ob- 
scured whatever effect, if any, occurred follow- 
ing administration of the drugs under study. 
The observations in the total group are present- 
ed in Table I. 


TABLE I. 
Patients who received reserpine, mephenesin carbamate and/or 
mephenesin 
No. of Good No Indeter- 
Patients Response Fair Effect Worse minate 
Female ll 5 1 1 1 3 
Male 38 24 7 3 4 
TOTAL 49 29 8 1 4 7 
Patients who received reserpine 
No.of Good No Indeter- 
Patients Response Fair Effect Worse minate 
Female 3 2 1 
Male ll 4 2 1 1 3 
TOTAL 14 6 3 1 1 3 


Patients who received mephenesin carbamate 
and/or mephenesin 


No.of Good No Indeter- 
Patients Response Fair Effect Worse 
Female 5 3 2 
Male 32 19 6 2 5 
TOTAL 37 22 6 2 7 


Twenty-nine of the patients who received con- 
comitant doses of reserpine and mephenesin 
carbamate showed good to excellent response 
to the drugs. Eight patients improved under the 
drugs, but it was necessary to give additional 
medication to obtain desired therapeutic ef- 
fect. In one patient no demonstrable effect was 
observed. Four seemed to experience increased 
symptoms. In seven patients the results were 
indeterminate. 

Six of the 14 patients who received reserpine 
alone showed marked improvement. In three, 
the response was considered fair. One experi- 
enced no observable effect and one appeared 
worse. In three the results could not be evalu- 
ated. 

Of the 37 patients who received mephenesia 
carbamate alone, 22 showed marked improve- 
ment; six fair, and two were worse. The results 
in seven cases were indeterminate. 

SIDE EFFECTS 

Side effects ascribable directly to the specific 

use of drugs were minimal. Following the 
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seventh injection of 2.5 milligram doses of reser- 
pine, one patient stated the medication aggra- 
vated his bronchial asthma, although when 
asleep he was quieter while reserpine was given. 
General malaise with vomiting and “palpita- 
tions” developed in a female cardiac patient who 
received 10 milligrams of reserpine instramus- 
cularly and two one-ounce doses of “Franklin 
Rx” (mephenesin and Dramamine) by mouth. 
This patient had a history of the use of bar- 
biturates during 10 years. Another patient who 
received 15 to 30 milligrams of reserpine for 
several days in addition to occasional one-ounce 
doses of “Franklin Rx” complained that reserpine 
made him “lifeless”, even in smaller doses. 

Nausea, dizziness or epigastric distress fol- 
lowed doses of 2.3 to 53.3 grams of mephenesin 
carbamate in four different cases. One of these 
patients also received 30 milligrams of reserpine, 
another 60 milligrams daily for four days, with 
marked hypotensive effect in both cases. The 
blood pressure of the first patient was 242/170 
on. admission. Four hours after receiving 15 
milligrams of reserpine, his blood pressure 
dropped to 130/80. The other patient’s blood 
pressure fell from 238/110 to 170/70 during his 
hospital stay of four days. 


DISCUSSION 

The concomitant use of reserpine and me- 
phenesin carbamate in the dosages described 
constitutes the most effective medication that 
has been available at the Franklin Hospital for 
the treatment of the acute alcoholic patient. 
A significant percentage of the patients included 
in this study (about 15 per cent) had been pre- 
viously treated in this hospital so that it was 
possible to compare present results with those 
previously observed. Patients formerly aggres- 
sive, desperately nervous and extremely diffi- 
cult to handle, under the quieting effects of 
reserpine and the relaxant effects of mephene- 
sin carbamate were in some instances remark- 
ably cooperative, less of a problem to themselves 
and much less to the hospital staff in their care. 


In addition to their effectiveness no evidence 
has been found that either reserpine or mephene- 
sin carbamate potentiates the effects of the al- 
cohol. From past experience it has become in- 
creasingly evident that a high incidence of 
alcoholic patients present symptoms of tolerance 
or addition to the barbiturates. They arrive at 
the hospital with high blood levels of alcohol 
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plus an unknown amount of barbiturate. The 
attending physician does not know how much 
barbiturate has been taken. Questioning the 
patient, if possible, yields little reliable infor- 
mation on this score. To give additional seda- 
tion in the form of barbiturate might present 
serious complications because of the known 
synergism between alcohol and_ barbiturates. 
Reserpine, even when given to patients known 
to have taken heavy doses of barbiturate did 
not depress the pulse or respiratory rate. More- 
over, it did not excite the patient as is com- 
monly observed with excessive barbiturate seda- 
tion. Many patients with very high blood levels 
of alcohol as well as indeterminate amounts of 
barbiturate when admitted experienced a phy- 
siological type of sleep for as long as 12 to 20 
hours after the administration of a parenteral 
dose of 5 to 10 milliigrams of reserpine. 
During the “drying out” period the muscle 
relaxants were specifically helpful in controll- 
ing the tremor and skeletal muscle spasm. They 
allayed the craving for more alcohol. In addi- 
tion, they exerted a moderate sedative action. 


SUMMARY 

One hundred alcoholic patients were treated 
with reserpine, mephenesin carbamate or me- 
phenesin alone or concurrently. Forty-nine of 
these patients received both reserpine and me- 
phenesin carbamate, 14 received reserpine alone 
and 37 received mephenesin carbamate. Me- 
phenesin was given in elixir form, when re- 
quired, at the time many of the patients were 
admitted. 

Twenty-nine of the 49 patients (59 per cent) 
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receiving concomitant doses of reserpine and 
mephenesin carbamate showed good to excel- 
lent response to the drugs as evidenced by the 
tranquilizing or relaxant effects. Six of the 14 
(43 per cent) who received reserpine alone 
showed good therapeutic results, and 22 of the 
37 (59 per cent) who received mephenesin car- 
bamate alone experienced good to excellent 
control of tremor and tension during alcohol 
withdrawal. Mephenesin elixir proved highly 
effective when given as a tranquilizaing po- 
tion at the time some of the more disturbed 
patients were admitted. In addition to their 
effectiveness, these drugs may be given to al- 
coholic patients without danger of potentiating 
the toxic effects of sedatives commonly pres- 
ent in such patients when admitted to hospital. 


The favorable clinical responses obtained in 
57 of the 100 patients (57 per cent) who received 
reserpine and/or mephenesin carbamate war- 
rant their further clinical trial in the treatment 
of alcoholic patients. 
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IS HYSTERECTOMY MANDATORY FOR MYOMA OF THE 
UTERUS? 
Joseph B. Raddin, M.D. 
Phoenix, Arizona 


Tx most common tumor of the uterus is the 
myoma. It is a tumor derived from muscle tis- 
sue. A leiomyoma is a tumor derived from 
smooth (or involuntary) muscle. Since the uterus 
is composed entirely of smooth muscle, a myoma 
of the uterus is technically a leiomyoma. 

The word “fibroid” has long had general 
medical usage and acceptance to denote a 
myoma of the uterus. Myomas are, however, of 
muscle origin and are not derived from con- 
nective tissue elements. Actually, the word 
“fibroid” is defined as composed of fibrous tis- 
sue. 

Microscopically, the characteristic picture of 
myoma of the uterus is that of spindle-cells 
arranged in interlacing or whorl-like pattern. 
Between the muscle bundles there is found a 
variable amount of connective tissue. In some 
uterine tumors the connective tissue may be 
more abundant than the muscle tissue. On the 
basis of the predominating tissue, tumors are 
often spoken of as a myofibroma or fibromyoma. 
Even when the connective tissue predominates, 
it must be regarded as a diluent of the more 
characteristic muscle elements. There is no 
definite capsule about a myoma but they are 
usually sharply marked off from the surrounding 
uterine musculature by a pseudocapsule of light 
areolar tissue. Novak(13). 

Myomas of the uterus may be single but more 
frequently they are multiple. They may be huge 
or miscroscopic in size. They are of dense struc- 
ture and form nodules which can be peeled out 
from the surrounding muscular wall of the 
uterus. Literally, therefore, none of the terms 
“fibroid”, “uterine fibroid”, “fibroid uterus”, 
“fibromyoma”, or “myofibroma” imply a tumor 
of the uterus is discrete rather than being dis- 
seminated throughout the uterus—they are all 
myomas and discrete. One or more may be 
pedunculated from the peritoneal surface of 
the uterus. Any one or several may be subser- 
ous (beneath the serosa, the peritoneum or ser- 
ous membrane lining the interior of the abdom- 
inal cavity and surrounding the contained vis- 
cera, but not completely surrounding the uterus ); 
interstitial or intramural (situated in the mus- 


*Presented before staff of Memorial Hospital March 19, 1956. 





cular wall of the uterus); or submucous (be- 
neath the mucous membrane, or endometrium 
lining the uterus). Rarely a submucous myomia 
will prolapse into the cervical canal. 

Therapy will be proposed which may make 
MEDICAL treatment of small myomas of the 
uterus successful in slowing or stopping growth 
and so preclude, at least in young women, the 
present necessity for hysterectomy. Myomec- 
tomy with retention of uterine function is to 
be encouraged. Hysterectomy in young women 
for small uterine myomas is, perhaps, no longer 
justified without trial of competent hormone 
therapy. 

PROPHYLAXIS. 

Is it possible to prevent uterine myoma? Pos- 
sibly, YES(5). If every adolescent girl could be 
given indicated endocrine therapy when needed 
to insure normal balanced anterior pituitary 
hormone regulation of thyroid, ovary and adren- 
al cortex function, the probability of uterine 
myoma developing later in life might be re- 
duced. Many years of research will be necessary 
to prove the value of such therapy, if any. Per- 
haps the hormone is not yet available. Few 
women who have undergone hysterectomy will 
dispute that this is a valuable study to under- 
take. 

ETIOLOGY. 

Experiments in animals concerning the cause 
of uterine myoma have suggested various en- 
docrine disturbances(3)(7). To summarize many 
reports, chronic estrogen hyper-secretion seems 
to be considered the main cause of uterine 
myomas. 

Speculation about the cause of myoma of the 
uterus in women then led to clinical investiga- 
tion of hormone imbalances as being the chief 
factor. In the medical literature as reviewed by 
Miller(8) and others, distinction was often made 
between “fibroids” (4, 6, 9, 10, 11, 12) and “fibro- 
myoma’” (1, 5, 6, 9). Summary of the literature 
on causes of human uterine myomas seems to 
incriminate: 

1. Hypothyroidism, 

2. High levels of serum estrogen, and 

3. Deficient progestin secretion. 

Imbalance of ovarian and thyroid function is 
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conceded by many writers to be the cause of 
uterine myomas (1, 2, 4, 5, 6, 10, 11, 12). The 
anterior pituitary and adrenal cortex hormones 
should now be included in any study as well 
as the thyroid and ovarian hormones since ab- 
normal function of one frequently disturbs func- 
tion of the others. Recent developments in blood 
hormone assays will open additional types of 
study not previously available. 

Since uterine myomas increase in size only 
during the years a woman menstruates, it is 
believed they are in some manner related to 
ovarian function and hormones but the exact 
cause of these tumors is not know (14, 15). Per- 
tinent discussion will be found in (15, 16, 17, 18). 
PRESENT THERAPY FOR MYOMA OF 
THE UTERUS CAUSING SYMPTOMS. 

It might be worthwhile to emphasize that the 
presence of a myoma is NOT an indication for 
hysterectomy unless it is submucous, or of such 
a large size, either single or collectively, as to 
distort the uterus and to rise out of the pelvis, 
or show sudden growth(19). 

Since myomas of the uterus are discrete 
tumors which CAN be dissected from the uterus, 
myomectomy should be the operation elected in 
young women, (9, 17, 18). When there are nu- 
merous large and small myomatous nodules in 
women younger than forty-five years, subtotal 
hysterectomy may be the wiser procedure. Total 
hysterectomy is frequently followed by dys- 
pareunia due to painful scar in the vault of the 
vagina or a shortening of the vagina, either or 
both of which can be avoided by the subtotal 
operation(13). 

In the definitely menopausal woman, X-ther- 
apy is regularly effective in shrinking myoma 
of the uterus and is often wisely selected in 
preference to pelvic surgery. 

Removal of a uterus for bleeding without a 
diagnostic curettage is inexcusable(19). In the 
older age group, a common mistake appears to 
be the misinterpretation of menopausal symp- 
toms. These irregularities, normal at that period, 
are designated as menometrorrhagia and hence 
abnormal. Here again, conservative measures, 
and enlightenment of the patient will probably 
obviate an unnecessary hysterectomy many 
times(19). 

THERAPY SUGGESTED FOR SMALL 
MYOMATA NOT CAUSING SYMPTOMS. 

Endocrine therapy often appears to be able 

to slow the growth of, and even to shrink, small 
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myomas in young women. Since a myoma grows 
slowly, myomectomy can be delayed a year or 
two without any harm to the patient to note re- 
sults of hormone medication. Hysterectomy in 
a young woman should certainly be postponed 
until a thorough evaluation of endocrine therapy 
has been made and rate of, or lack of, growth 
determined. 

Goodall(11) reported follicle cysts of the ovar- 
ies and uterine myomas were often associated 
and suggested possibilities for improvement in 
therapy. An imbalance of female sex endocrine 
gland system function is highly probable and 
therapy should be directed at correcting this 
endocrine giand dysfunction(16, 17). 

Pregnant mare serum hormone therapy regu- 
larly stimulates anterior pituitary gland secre- 
tion of its trophic hormones to normal amounts. 
This hormone together with thyroid gr.i and 
stilboestrol in 0.1 mg. daily dosage(20) is ade- 
quate to correct female sex endocrine gland 
dysfunction. I have never yet in over twenty 
years of practice, observed a uterine tumor, 
benign or malignant, develop in a woman who 
had been adequately treated for female sex 
endocrine gland dysfunction when a girl or 
young woman. I have reason to be hopeful 
about the value of hormone therapy not only 
in preventing, but also in treating small uterine 
myoma. 

Intravenous estrogen therapy will control 
practically every uterine hemorrhage tempo- 
rarily. Hemorrhage due to retained placenta will 
also be temporarily checked and _ excessive 
blood loss prevented until facilities are ready for 
surgical D. & C. Hysterectomy for non-cancer- 
ous uterine hemorrhage should now be rare(9, 
19). Subsequent indicated hormone therapy has 
always regulated any tendency to abnormal! 
uterine bleeding. I believe the so-called sub 
mucous myoma rarely is the cause of irregula) 
or excessive uterine hemorrhage. Hormone im 
balance must be the most common etiology be 
cause the hemorrhage can so promptly be stop 
ped and future menstrual periods regulated it 
amount of flow and time of onset by indicated 
and adequate hormone medication. I do not 
understand why hysterectomy and/or oophor 
ectomy, particularly in young women, is con 
doned for menorrhagia and metrorrhagia whe: 
competent hormone therapy is so curative. 


No therapy is indiicated for small uterin« 
myomas not causing symptoms in the definitel: 
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menopausal woman, that is, a woman who is 
over fifty years of age and who has not men- 
struated for a year or more. The stimulus to 
continued growth of a myoma has been with- 
drawn with the decline in blood estrogens in 
the climacteric. Uterine myomas naturally shrink 
after the climacteric. Estrogen therapy for meno- 
pausal complaints is probably contraindicated 
in the presence of even a small tumor of the 
uterus, not because of any tendency to cause 
carcinoma, but because estrogens are believed 
to predispose to myomatous changes in the 
uterus and may stimulate the growth of any 
myoma present. Progesterone alone or small 
doses of an estrogen with adequate amounts of 
progesterone or testosterone and perhaps also 
thyroid seem preferable and harmless therapy 
for menopausal complaints. 

The occasion has never yet been encountered 
that a small myoma of the uterus in a menopau- 
sal woman later became larger, troublesome or 
cancerous. If it is ever encountered, I would 
suspect estrogen therapy of causing the increase 
in size of a myoma but not of causing carcinoma. 

I have prescribed X-therapy for all sizes of 
myoma in menopausal women and in those ap- 
proaching the menopause with excellent re- 
sults in shrinking the size of the uterus and thus 
relieving pressure symptoms. Surgery to re- 
move a myomatous uterus in a climacteric 
woman seems to be an unwarranted risk entirely 
unjustified. 

Excessive and irregular uterine bleeding DUE 
TO A MALIGNANCY will require radical sur- 
gery and irridation at any age(9). Vaginal and 
cervical cell preparations for Papinicolau stain 
are adequate for accurate diagnosis in most 
cases which obviates the need for many curet- 
tages. 

Many hysterectomies are admittedly perform- 
ed unnecessarily because of FEAR of subse- 
quent malignancy or present malignancy which 
was not confirmed by tissue study postopera- 
tively. Cervical carcinomas can be seen and a 
biopsy taken of a suspicious appearing lesion 
before doing such a radical operation as a hys- 
terectomy. Carcinomas of the cervix should have 
been treated when they were postpartum cervi- 
cal erosions and endocervicitis, long before car- 
cinomatous changes occurred. A surgical diag- 
nostic curettage is preferred by many physicians 
when fundus carcinoma is suspected and it is, 
perhaps, more accurate but is not without its 
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hazards. Since carcinoma of the cervix is so 
much more frequent than isolated carcinoma of 
the fundus of the uterus, the vast majority of 
uterine carcinomas should be seen by vaginal 
speculum examination. IRREGULAR uterine 
bleeding at any age IS reason to suspect car- 
cinoma. However, too many hysterectomies are 
being performed on young women for menorr- 
hagias due to hormone imbalances rather than 
due to a malignancy suspected without adequate 
or competent tissue study preoperatively. There 
is little excuse for this needless surgery with 
modern diagnostic techniques. Thorough pre- 
operative diagnostic studies can reduce this er- 
ror to a minimum and should be insisted upon 
by hospital tissue committees. 

SUMMARY. 

A review of experimental production of uter- 
ine myoma in animals and of human ovarian 
pathology associated with uterine myoma, im- 
plicates a female sex endocrine gland system 
imbalance or dysfunction as the basic cause. 

Therapy which can be used as a study project 
to treat and possibly prevent uterine myomas in 
young women should always be evaluated be- 
fore hysterectomy is performed. Myomectomy 
and indicated endocrine therapy will conserve 
many a functioning uterus. 

In my opinion, it is now poor advice to urge 
hysterectomy for a small uterine myoma in a 
young woman. Nor is hysterectomy indicated for 
menstrual irregularities and hemorrhagic bleed- 
ing (not irregular uterine bleeding) since they 
are due to hormone imbalance and respond to 
promptly to competent hormone therapy. 

Unless the myoma is large enough to cause 
considerable distress, the natural tendency near 
the climacteric to regress in size should obviate 
any necessity for operation. 

For the definitely menopausal woman and 
those nearing fifty years of age, X-therapy is 
regularly effective and avoids the many hazards 
of surgery and subsequent hormone imbalances 
in the elderly woman. 

Gray and Slager report in one hospital a 
reduction in the number of hysterectomies per- 
formed from 168 in 1951 to 12 in 1955!! It 
would appear that hospital tissue committees, 
courageous and conscientious in their studies, 
can markedly reduce the incidence of hysterec- 
tomies(19). 

If other physicians can be interested in study- 
ing long time effectiveness of hormone prophy- 
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lactic therapy in young women for uterine my- 
oma, a great public health service will be rend- 
ered. Much present radical pelvic surgery will 
become obsolete. The tremendous amount of 
ill health and psychoneurosis subsequent to 
hysterectomy and oophorectomy due to hor- 
mone imbalance will be prevented. 
CONCLUSION. 

NO, it is NOT always mandatory to perform 
a hysterectomy for myomas of the uterus at any 
age! 
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THE TREATMENT OF 


EPILEPTIC SEIZURES 


Norman B. Brown® 
University of Iowa, School of Medicine 
Iowa City, Iowa 


Ml ORE than one and one-half million people 
in the United States suffer from convulsive dis- 
orders of some kind, the aggregate usually being 
referred to as “the epilepsies”. These conditions 
are four times as common as poliomyelitis and 
as common as active tuberculosis or diabetes 
mellitus. Hereditary factors are seldom the cause 
of seizures in most instances(1). Some tangible 
pathologic process in the brain usually gives 
rise to the condition. This modern concept of 
the epilepsies of great practical importance in 
providing better treatment, educational and em- 
ployment opportunities, and social acceptance 
for this large segment of our population. 

After recognizing the type of seizure, the next 
step is to determine the cause, if possible. If 
the onset of seizures occurs within the first 25 
years of life, the most common causes are blood 
incompatibility, neonatal asphyxia, birth trau- 
ma, encephalitis, and head injuries. In the mid- 
dle and older age groups brain tumors and de- 
generative diseases are the most frequent causes. 

The patient’s past history and description of 
a clinical seizure will usually provide the most 
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valuable criteria for a diagnosis of the type of 
seizure and the probable cause. Neurological 
examination may aid in localization of the epi- 
letogenic lesion or it may be normal. 

Certain laboratory procedures may clarify the 
type and location of the lesion creating the seiz- 
ures. Included are: (1) skull X-rays, (2) electro- 
encephalography, (3) spinal fluid analysis, (4) 
pneumoencephalography, and (5) cerebral angio- 
graphy. 

As in every other branch of medicine, the 
selection of the therapeutic method which has 
the greatest chance to be of benefit to the 
epileptic patient follows easily once an accurate 
diagnosis of the type of seizure has been made. 


DRUG THERAPY 


The bromides, discovered in 1857 by Sir 
Charles Locock, have been the time honored 
agents in the treatment of seizures. Phenobar- 
bital was first used in treating seizures in 
1912 by Hauptmann and Hall. Dilatin was de- 
veloped in 1935 by Merritt and Putnam. In the 
past fifteen years, Mesantoin, Mebarol, Hibicon, 
Phenurone, Mysoline, Tridione, Paradione, 
have also been found useful. 
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Principles of drug therapy of epileptic seiz- 
ures:(2) 

1. There are wide individual differences in 

the response to drugs and each patient must 

be managed on an orderly trial-and-error basis. 


2. The choice of drugs to be used will de- 
pend to some extent on the type of epilepsy 
with which one is dealing. 

8. Drug dosage will depend upon the fre- 
quency and severity of the attacks. The 
aim of treatment is to achieve complete 
control of attacks with the lowest possible 
dosage and with as few undesirable side 
effects as possible. 

4. The simpler and safer drugs should be 
tried first. An average dose of the chosen 
drug is used as a start. If the attacks are 
not well controlled, the dose is increased 
at short intervals until a maximum daily 
dose is reached. More often a second drug 
is added so that the combined effect of 
the two drugs is tested. 

5. Drug therapy should be continuous. Any 
change in drug dosage, either increase or 
decrease, should be made gradually. Sud- 
den withdrawal of a drug, particularly 
phenobarbital, may precipitate status 
epilepticus. 

6. If a tolerance is built up to a certain drug 
where the dosage must be increased every 
few weeks or months to maintain the same 
degree of control . . . a change in medi- 
cation will be needed. 

7. A record of all attacks should be kept by 
the patient or by relatives for submission to 
the physician so that an objective assess- 
ment of therapy may be made. 

The majority of seizures, except for Petit 
mal and its variants, are most likely to re- 
spond to Phenobarbital, Dilatin, Mesantoin, 
Mysoline or similar drugs. These may each 
be used alone or in combination. If the seizures 
are infrequent (less than six per year) one may 
start with Phenobarbital alone.(3) If the at- 
tacks are more frequent, the usual medication 
prescribed is Dilatin grains 1% three times a 
day, and Phenobarbital grains 1% at beadtime. 
Mysoline and Mesantoin are also useful in these 
types of seizures. They are prescribed in dosages 
of 250 mgm. and 1% grains, respectively, three 
times a day. These drugs are also more effec- 
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tive when combined with Phenobarbital or 
Mebaral. In particularly refractive cases these 
drugs can be combined with Dilantin or each 
other. 

Petit Mal seizures, either in the form of brief 
“absences” or myoclonic jerking are most like- 
ly to respond to Tridione or Paradione. Com- 
binations of these two drugs seem to have 
little, if any, more effect than if used singly; but 
combining them with Phenobarbital is often 
helpful. The usual dosages of these drugs are 
grains 2% three to six times a day in children, 
and grains 5.0 three to six times a day in 
adults. The most serious side effects of these 
two drugs are agranulocytosis and aplastic 
anemia. Accordingly, monthly white cells counts 
should be made. Drowsiness, rashes, and nausea 
have also been reported as untoward effects of 
these drugs. 

Psychomotor epilepsy is apt to be more re- 
sistant to therapy than the Grand Mal or Petit 
Mal types. Maximum dosages of the above 
drugs are often needed to obtain a reduction 
in seizures. 

Bromides are still employed occasionally in 
cases where the more modern drugs have failed, 
but because of toxicity and difficulty in con- 
trolling blood levels, they should be avoided 
whenever possible. See figure 1. 

Even though seizures are controlled the dos- 
age should be continued until the patient has 
been seizure free for a period of several years. 
At this time, the medication may be reduced 
gradually if the electroencephalogram shows no 
evidence of dysrhythmia. 

Ketogenic diets advocated by some, are found 
effective in reducing the frequency of seizures 
at times, but are so difficult to maintain that 
they fall into the realm of impracticality. Main- 
taining the patient in a state of slight dehydra- 
tion reduces the seizure tendency in many cases. 
This can be easily accomplished by supervised 
fluid intake or by the use of safe diuretics such 
as Diamox. Discontinuation of alcohol and ade- 
quate rest are to be recommended. 


Status epilepticus is the state of frequently 
recurring, generalized convulsive seizures be- 
tween which the patient is apt not to recover 
consciousness.(2) Such attacks, if not terminated 
quickly may result in paralysis, psychosis, and 
occasionally death. Phenobarbital grains 1-2 
should be given subcutaneously and may be re- 
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peated as often as necessary. Dilatin grains 1%- 
3 should be given rectally with a hole punched 
in the end of the capsules. Either anesthesia 
is often used in status and can be administered 
with a fair degree of safety. Chloroform should 
not be used. Dehydration should be avoided by 
giving intravenous fluids as needed. 

Seizures of infancy can be controlled in most 
cases with the standard anticonvulsants. Pheno- 
barbital grains % should be used if the child 
is under 6 months of age. It should be given 
every 4 hours as long as necessary. This medi- 
cation should be bolstered with Dilantin In- 
fatabs, two to be given rectually at once and 
followed by one every 8 hours as long as neces- 
sary. 

SOCIAL ASPECTS OF MEDICAL THERAPY 

The stigma which has been attached to the 
word epilepsy for many years is another prob- 
lem which the patient must face and indicates 
another form of therapy which the physician 
must render. The treatment involves two fields: 

(1) Personal contact with the patient, his 

family and friends and 

(2) Correction of public misunderstanding.(4) 

The patient must be informed as to the nature 
of seizures and their cause. It should be em- 
phasized that seizures do not necessarily affect 
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encouraged to live as normal life as possible 
and the disease should be treated with the mat- 
ter-of-factness used in treating most other dis- 
eases. Children should attend public schools 
if at all possible, and parents should be warned 
not to be overprotective of their epileptic chil- 
dren. Excepting perhaps those occupations with 
great amounts of responsibility or one with 
many hazards attached to it, the patient should 
be encouraged to find a job which will make 
him a socially and economically productive 
member of the community.(4) 


SURGICAL TREATMENT 


Surgical therapy is occasionally indicated.(5) 
Three important prerequisites must be fulfilled 
before surgical intervention is considered: (1) 
The epileptogenic area must be well circum- 
scribed with constant localized abnormality re- 
corded in the electroencephalgram. (2) All at- 
tempts at controlling the seizures with medi- 
cations must have failed. (3) There must be 
the liklihood of completely rehabilitating the 
patient if the seizures are controlled.(5) The 
excision of the epileptogenic focus can be ex- 
pected to eliminate seizures in approximately 
50% of the selected cases. 

Thus it is seen, that with the advent of newer 
and more effective drugs, improved surgical 


mental development. The patient should be techniques, and more understanding of the 
FIGURE 1 
USEFUL ANTICONVULSANT DRUGS 
Drug Dosage Indications Toxic 
For Use Effects 
(1) Phenobarbital Daily disage: Major seizures Rash, drowsiness 
Ye — 6 gr. (incl. focal pee 
. or with (4) or 
(5) 
(2) Mebaral %, 1%, & 3 gr. Maior seizures Drowiness but less 
Daily dosage: (incl. focal types) than with (1) 
1% — 9 gr. Used in place of (1) 
or combined with (3) 
or (4) 
(3) Dilantin % & 1% gr. (cap.) Major seizures Rash, gingival 
Daily dosage: (incl. focal types) hyperplasia, 
1% — 6 gr. pan Ph with (1) or diploplia, ataxia 
or 
(4) Mesantoin 1% gr. Maior seizures Rash, drowsiness, 
Daily dosage: (incl. focal tvpes) neutropenia 
3 — 9 gr. ps 8) with (1) or agranulocytosis 
or 
(5) Tridione 2% gr. (tab.) Minor seizures Rash, gastric 
5 gr. (cap.) (petit mal types) svmptoms, visual 
disturbances, 
(6) Paradione 5 gr. (cap.) Either drug may be nephrosis, but less 


Sol. 5 gr. per ml. 
Dailv dosage: 
5 — 30 gr. 


common with (6). 
Neutropenia & 
agranulocytosis 


used alone or com- 
bined with (1). (2), or 
(3); or (1) & (8) 
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epilepsy problem in general, the outlook for 
the epileptic patient is far from hopeless. In- 
deed, their outlook is becoming brighter every 
year, and it is the duty of every physician to 
be cognizant of these factors. 
SUMMARY 
1. Epileptic seizures are usually the result 
of a gross or microscopic lesion in the brain 
and are rarely due to hereditary factors. 
Each patient should be studied thoroughly 
in order to accurately determine the type 
of seizure manifesting itself and the prob- 
able cause. 
2. Clinical classification of seizures depends 
upon the history, physical and laboratory 
examinations. 
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3. Rational drug therapy will control the 
seizures in 75% of the patients. Social 
problems and indications for surgical in- 
tervention in treatment of epileptic seizures 
are discussed. 
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PUBLIC WARNING 
AGAINST HOXSEY CANCER 
\ TREATMENT 


ufferers from cancer, their families, physicians, 
and all concerned with the care of cancer pa- 
tients are hereby advised and warned that the 
so-called Hoxsey treatment for internal cancer 
has been found by the United States Court of 
Appeals for the Fifth Circuit, on the basis of 
evidence presented by the Food and Drug Ad- 
ministration, to be worthless treatment.(1) 

The Federal Food, Drug, and Cosmetic Act 
authorizes dissemination of information regard- 
ing drugs in situations involving imminent dan- 
ger to health or gross deception of the con- 
sumer. (2) 

The Hoxsey treatment for internal cancer in- 
volves such drugs. Its sales represents a gross 
deception to the consumer. It is imminently 
dangerous to rely upon it in neglect of competent 
and rational treatment. 

The Hoxsey treatment costs the patient $400 
plus $60 in additional fees; expenditures which 
yield nothing of any value in the care of cancer. 
It begins with a superficial and inadequate ex- 
amination of the patient at the Hoxsey Cancer 
Clinic, Dallas, Texas or Portage, Pennsylvania. 
The patient at Dallas is then supplied with one 
of the following “cancer” medicines: Black pills, 
red pills, a brownish-black liquid, or a light 

(1) The court decisions can be found in Volume 198, Fed- 
eral Reporter, Second Series, page 273, and Volume 207, Fed- 
eral Reporter, Second Series, page 567. 

(2) 21 U.S.C. 375 (b) This authority has been delegated to 


the mmissioner of Food and Drugs by the Secretary of Health, 
Education, and Welfare, 20 Federal Register 1998. 


red liquid. contain: Potassium iodide, licorice, 
red clover blossoms, burdock root, Stillingia 
root, berberis root, poke root, cascara sagrada, 
prickly ash bark, and buckthorn powder. The 
red pills contain potassium iodide, red clover, 
Stillingia root, poke root, buckthorn, and pepsin. 
At Portage the patient is given the same “cancer” 
medication although the colors of the pills are 
different. The light red liquid medicine is potas- 
sium iodide in elixir of lactated pepsin. There 
is evidence that potassium iodide accelerates 
the growth of some cancers. 


The Food and Drug Administration has con- 
ducted a thorough and long-continuing investi- 
gation of Hoxsey’s treatment. His claimed cures 
have been extensively studied and the Food and 
Drug Administration has not found a single 
verified cure of internal cancer affected by the 
Hoxsey treatment. In addition, the National 
Cancer Institute of the United States Public 
Health Service has reviewed case histories sub- 
mitted by Hoxsey and advised him that the cases 
provided no scientific evidence that the Hoxsey 
treatment has any value in the treatment of 
internal cancer. 


On October 26, 1953, Harry M. Hoxsey, the 
Clinic, and all persons in active concert with 
him were enjoined by the United States District 
Court at Dallas, Texas, from shipping their 
worthless cancer medicines in interstate com- 
merce with labeling representing, suggesting or 
implying that the products are effective in the 
treatment of any type of internal cancer. While 

(Continued on Page 186) 
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The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 











MASSACHUSETTS GENERAL 
HOSPITAL 


PRESENTATION OF CASE 
CASE 39021 


A TWENTY-EIGHT-YEAR-OLD woman en- 
tered the hospital because of a cough. Two 
weeks before admission the patient, who had 
been active and apparently well, developed a 
“headcold”, and began to have a painless, hack- 
ing, mildly irritating cough, productive of small 
amounts of whitish, nonbloody sputum. Two 
days later’ she began to feel ill and vomited 
three or four times. She became tired, listless 
and quite drowsy, and experienced drenching 
night sweats, with a temperature rise to 100 to 
101°F. each evening. Her physician found 
nothing abnormal on physical examination and 
prescribed cough medicine and later aureo- 
mycin, 1 tablet every four hours for 18 doses. 
Despite this medication the patient stayed in 
bed, since she continued to feel feverish, tired, 
sweaty and anoretic. There had been a slight 
increase in the hacking cough, which was now 
productive of half a cupful of white phlegm 
each day. Three days before entry the temper- 
ature fell to normal, and the patient felt some- 
what better. A roentgenogram of the chest 
taken at this time was reported as showing a 
mediastinal mass. Cough, sputum and malaise 
persisted and the patient entered the hospital. 

The patient had never had any previous ill- 
nesses similar to the present one. There was 
no history of previous cough, fever, sputum, 
hemoptysis or chest pain. As far as she knew 
she had no recent exposure to tuberculosis. 
There was a questionable weight loss of 10 
pounds; otherwise, the systemic review was es- 
sentially negative. 

Physical examination revealed a young woman 
in no distress, except for occasional paroxysms 


of hacking, nonproductive cough. There were 
a few small lymph nodes palpable in the right 
supraclavicular fossa. The Inugs and heart were 
normal; there was no increase in mediastinal 
wideness. There was no clubbing of the fingers, 
and the remainder of the examination was nega- 
tive. 

The temperature was 98.6°F., the pulse 90, 
and the respirations 25. The blood pressure 
was 110 systolic, 70 diastolic. 

The urine was normal. Examination of the 
blood showed a hemoglobin of 10.5 gm. and 
a white-cell count of 10,600, with 77 per cent 
neutrophils, 14 per cent lymphocytes, 2 per cent 
monocytes, 5 per cent eosinophils and 2 per 
cent young neurophils. A smear of the blood 
revealed a variation in the size of the red cells. 
The prothrombin time was 16 seconds (normal 
13 seconds). A stool was guaiac negative, and 
a cytologic examination of the sputum was 
reported as “doubtful” for malignant cells. 
Fluoroscopie examination of the chest disclosed 
an irregular, slightly nodular, soft-tissue mass 
in the anterosuperior mediastinum that displaced 
the aortic arch downward and the trachea slight- 
ly posteriorly. The mass did not move on swal- 
lowing and showed no change in size on 
Valsalva or Muller maneuver. The vocal cords 
moved freely. There was a few strands of in- 
creased density on the anterior surface of the 
right upper lobe. A small amount of fluid was 
present in both costophrenic sinuses; diaphragm- 
atic motion was free and equal. There was no 
significant lymph-node enlargement in the par- 
atracheal, intrapulmonary or posterior medias- 
tinal groups. 

In the hospital there was little apparent 
change in the patient’s condition. On the sixth 
hospital day an operation was performed. 

DISCUSSION 

JAMES R. MOORE, M.D. 

The onset of illness in this previously healthy 
28-year-old woman was that of a respiratory 
infection with cough, malaise, fever, night 
sweats, etc. with disappearance of fever after 
ten days but with persistence of the other 
symptoms. At this time x-rays revealed a mass 
in the anterior mediastinum that displaced the 
aortic arch downward and the trachea slightly 
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posteriorly but which had not reached a size 
to give significant evidences of pressure such 
as venous engorgement, vocal cord paralysis, 
atelectasis of lung or bone erosion. The presence 
of fluid in each costophrenic angle indicated 
some pleural irritation. The absence of hemo- 
ptysis is against a destructive or erosive process 
about or into a bronchus. In all probability a 
knowledge of the exact pathological nature of 
this mass would enable us to give the proper 
diagnosis of this young woman’s illness. As 
noted above, however, the evidences of her 
illness are not on the basis of mechanical dis- 
turbance within the chest but rather are those 
of a constitutional reaction characterized by 
malaise, fever, night sweats, loss of weight, ir- 
ritative productive cough but without hemopty- 
sis. This group of findings could be due to an 
ordinary .acute respiratory infection which, how- 
ever, would probably have cleared up rapidly 
under aureomycin. It also could be due to 
pulmonary tuberculosis although there was no 
history of exposure, no hemoptysis, no positive 
sputum, at least none was mentioned, and no 
x-ray evidence of apical infiltration. With the 
finding of the mediastinal mass we must at- 
tempt to correlate this with the general symptom 
complex and find if such a combination is con- 
sistent with any given disease or clinical entity. 

Mediastinal abscess is a possibility but the 
absence of pain, a very moderate elevation of 
white blood count, and the absence of any 
etiological factor, such as trauma, makes this 
diagnosis unlikely. A benign tumor such as 
fibroma, lipoma, dermoid cyst, thoracic goiter, 
etc. seems unlikely as they produce symptoms 
because of mechanical interference secondary 
to the size or location of the growth rather 
than by constitutional reaction. A malignant 
growth could give the findings described and 
serious consideration must be given to such a 
process arising from the thymus or its rem- 
nants. The enlarged supraclavicular lymph 
nodes on the right are also suggestive of pos- 
sible malignancy although. these might occur 
in infection or other conditions to be mentioned 
later. The onset, the blood picture and the 
course of the febrile episode, however, seem 
rather against this diagnosis. With the report- 
ing of “doubtful” malignant cells in the cyto- 
logic study of the sputum, a bronchogenic car- 
cinoma must be considered. This will be re- 
jected, however, on the basis of doubtful find- 
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ings, absence of hemoptysis, atelectasis or bron- 
choscopic report as well as the age of the 
patient. 

There is a localized form of Hodgkin’s disease 
and when this is intrathoracic and accompanied 
by febrile paroxysms with very little external 
adenopathy, the diagnosis is obscure and only 
suggested when x-ray examination reveals a 
mediastinal mass. In Hodgkin’s disease a re- 
view of the clinical signs and symptoms in a 
recent study revealed malaise in 15%, cough 
in 10%, night sweats, loss of weight and dyspnea 
in 7%, and fever in 10%, the latter being much 
more common in deep involvement than in the 
superficial or external type. This case was not 
of long enough duration to demonstrate the 
Pel-Erbstein type of fever in which there is 
a steady rise to 102 to 103 degrees where it 
remains for several days, then in a few days 
falls to normal or subnormal by lysis. After re- 
maining normal for a couple of weeks or so 
the cycle is repeated sometimes over a period 
of months. In this case the blood picture is 
consistent with that seen in Hodgkin's disease, 
namely a mild anemia, a moderate elevation in 
the white blood count, with relatively high 
neutrophils and low lymphocytes with a mild 
eosinophilia of 4 to 5%. 

From the above and on the basis of reason- 
able correlation between the onset, course and 
nature of the constitutional manifestations of 
this illness with the presence of a soft tissue 
mediastinal mass, my diagnosis is: 

1. Hodgkin’s disease or possibly a malignant 
type of lymphoma. 

DIFFERENTIAL DIAGNOSIS 

Dr. Helen S. Pittman: “The mass . . . showed 
no change in size on the Valsalva or Muller 
maneuver.” Does everyone except me know 
what the Muller’s maneuver is? I did not know 
and had to look it up. It is just the opposite 
of the Valsalva maneuver: the patient expires 
fully, closes the glottis and attempts to inspire; 
whereas in the Valsalva maneuver, the patient 
inspires, closes the glottis and attempts to 
expire. Is that right, Dr. Wyman? 

Dr. Stanley M. Wyman: Yes, in the Valsalva 
maneuver the intrathoracic pressure is_ in- 
creased, whereas in the Muller procedure it is 
decreased. 

Dr. Pittman: In the Valsalva maneuver in- 
trathoracic pressure is increased, and the heart 
becomes smaller; in the Muller maneuver the 
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opposite takes place. It becomes important if 
one is considering a mediastinal cystic mass; 
one can, I am told, fairly well put his money 
on its changing size during these maneuvers. 

This history boils down, I think, to a process 
in the mediastinum that had to do with in- 
fection — either induced or aggravated by in- 
fection. Concomitant findings were a few su- 
praclavicular lymph nodes, a small amount of 
fluid in both pleural cavities, a slight change 
in white-cell count and slight elevation of the 
prothrombintime. This was a healthy woman. I 
think there are enough women of twenty-eight 
who have a hemoglobin of 10.5 gm. and some 
variation in size of red cells so that I am not 
going to attribute much to that. I am not going 
to pay any attention to the tuberculosis be- 
cause I do not think that has anything to do 
with the picture. 

There was a note in the protocol only of 
fluoroscopy; are there any films? 

Dr. Wyman: This large, somewhat irregularly 
outlined mass lies in the upper mediastinum 
far anteriorly. The trachea is displaced pos- 
teriorly and is somewhat compressed, as you 
can see in the oblique film. The changes in 
the upper lobe are those of atelectasis, with 
perhaps some pneumonitis in the anterior seg- 
ment of the right upper lobe. As far as one 
can tell, the hilar shadows are not unusual, but 
they are so obscured by the mass that I do 
not think I can be certain. There is no evidence 
of bone destruction. The bronchi show no in- 
trinsic changes, although they are somewhat 
narrowed. There is some fluid in the pleural 
spaces. 

Dr. Pittman: The reason that led me to 
medicine rather than surgery was that as a 
student I thought that surgery consisted of the 
differential diagnosis of lumps, which I thought 
was a very dull field. I shall include in this 
discussion as little dullness as possible, although 
it boils down to a differential diagnosis of a 
lump. One never knows what a lump is until 
he has his hands on it or a piece of it under 
the microscope or both. This lump was in the 
anterior superior mediastinum. I am going to 
talk about what seems to me to occur in the 
superior mediastinum. The first is mediastinitis 
or mediastinal abscess. We have nothing to 
make a logical case of mediastinal abscess. This 
woman had a respiratory infection, to be sure, 
but in most cases of mediastinitis there has been 
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either surgery on the neck or trauma, so there 
is no reasonable background for making a diag- 
nosis of mediastinitis or mediastinal abscess. 
Therefore, since I think infection is what pre- 
cipitated this episode, I am going to talk about 
infection in structures within the superior 
mediastinum. There may have been an intra- 
thoracic thyroid gland. It usually moves with 
swallowing; is that right, Dr. Wyman? 

Dr. Wyman: Yes; sometimes when an intra- 
thoracic thyroid gland is very large, it is trapped 
behind bony structures, but usually it moves 
on swallowing. 

Dr. Pittman: I cannot find any cases in which 
a thyroglossal-duct cyst presented so low, and 
I am going to throw that possibility out. That 
leaves me with the great vessels and trachea. 
First of all, I do not think there is any reason 
to assume that the mass was vascular. Cysts 
may arise from the trachea and from the 
esophagus. They are not common, and they 
would probably change in position on these 
maneuvers with changes in intrathoracic pres- 
sure. A previously existing cyst communicating 
with either the trachea or the esophagus would 
satisfy a good many criteria. Something hap- 
pened to this patient after she got an ordinary 
cold. She began raising a good deal of sputum, 
I gather, not too long before she began to 
feel better; suggesting that when she began 
to produce half a cupful of white phlegm each 
day she was decompressing something and that 
the decompression had a casual relation to the 
temperature’s falling to normal and her be- 
ginning to feel better. 

It seems to me a more logical diagnosis for 
this lesion is that it was a mass of thymic 
origin. Then I can assume that it was a simple 
cyst or a more solid structure of teratoid nature 
— using that term to cover both dermoid cyst 
and teratoma. There are radiologists who be- 
lieve that teratomas of the thymus may be 
suspected when a lobulated mass is present. 
That may be going out on a limb, but it is a 
very convenient limb so I am going to pick 
on it at the moment. 

What caused the fluid in the pleural cavity? 
I am inclined to think, now that I have seen 
the films, that there was probably enough 
pressure to produce a simple mechanical fluid. 
There is a detailed article, which I have read 
only in abstract, on the anatomy of the medias- 
tinum and its drainage, describing the role of 
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the phagocytic cells that block dissemination of 
irritants from the pleural cavities to the 
mediastinum and move particles introduced into 
the mediastinum away from the midline toward 
the pleura. I shall assume that the fluid was 
secondary mainly mechanical from pressure. 

I shall settle for a diagnosis of a tumor of 
the thymus. These tumors are usually silent 
for a long time and make themselves known 
in late adult or early middle life. I think there 
was secondary infection from the upper respira- 
tory tract. How it got there is a little tenuous. 
Somewhere, there was a bronchial communica- 
tion to account for the sputum. I believe the 
patient had a teratoid, essentially silent, tumor 
of the thymus, either dermoid or teratoma, and 
secondary infection. 

Dr. Alfred Kranes: A year and a half before 
admission the patient had x-ray films of the 
shoulder, which showed the mass to be present 
then. 

Dr. Pittman: That delights me. 

Dr. Chester M. Jones: If there is compres- 
sion of the trachea, would not more or less 
infection be bound to occur behind it? 

Dr. Pittman: It seems to me that there is 
always enough going on there so that it would. 

Dr. Bernard M. Jacobson: On a statistical 
basis, Dr. Pittman, would not lymphoma rather 
than thymoma or colloid goiter be more likely? 

Dr. Pittman: I believe statistically that they 
are the most common tumors in that region. 
I forgot to discuss the tumors of lymphoid 
tissue when I was standing on my feet. I had 
thought about them, since they are the most 
common tumor in that location. I was riding 
a limb that appealed to me and I did not look 
at my notes. I suppose that statistically, a 
thymic tumor would come last. I am somewhat 
prejudiced by the fact that I had a case of 
teratoma of the thymus within the year. 

Dr. Beniamin Castleman: Although Schlum- 
berger believes that all mediastinal teratomas 
and dermoid cysts arise from the thymus gland 
most pathologists think that they arise not 
from the thymus gland but from an embryologic 
remnant of one of the branchial clefts in the 
anterior mediastinum. We think of a thymic 
tumor as arising from the two types of cells 
within the thymus and designate it as a thy- 
moma. The dermoid cysts and teratomas are 
tumors of the anterior mediastinum. What you 
meant was an anterior mediastinal tumor, not 
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necessarily a tumor arising from the thymus 
gland? 

Dr. Pittman: As I understand it, the thymus 
gland and the structures that give rise to tera- 
tomas are derived from the branchial clefts, 
usually the third or perhaps the fourth, which 
all come wandering down together. The thymus 
wanders down routinely and usually atrophies; 
the teratomas come in only occasionally, but 
they all derive from a common ancestor in 
that they all come from the same embryologic 
part of the body. 

Dr. Castleman: Yes, that is true, but I think 
it is clearer to most people to separate the 
dermoid cyst and teratoma in the anterior medi- 
astinum from the thymoma, which gives a 
different prognosis and which is a different 
tumor. 

Dr. Pittman: I shall accept that; I was not 
talking about a thymoma. 

Dr. Kranes: Fortunately, we are not pinned 
down as Dr. Pittman was, and our diagnoses 
varied. My own opinion was that this was either 
a teratoma or a thymoma, but it was quite 
apparent that the only way the diagnosis could 
be made was by examination of tissue. A dif- 
ference of opinion arose regarding where to 
begin. Dr. W. Allan Tisdale, who admitted 
the patient, suggested that we biopsy one of 
the two small supraclavicular lymph nodes that 
he had found. They seemed to be so unimpres- 
sive that I believed the only way we could be 
sure of a correct diagnosis was to biopsy the 
large mass. That was done by Dr. Richard H. 
Sweet, who found a large infiltrating mass, 
which he was unable to remove, so he took 
a small piece for biopsy. It was his impression 
at the time of operation that it was a malignant 
thymoma. 

CLINICAL DIAGNOSIS 

?Teratoma, ?malignant thymoma of mediasti- 
num. 

DR. HELEN S. PITTMAN’S DIAGNOSIS 

Teratoma of the mediastinum. 

ANATOMICAL DIAGNOSIS 

Malignant lymphoma, Hodgkin’s type, of an- 
terior mediastinum. 

PATHOLOGICAL DISCUSSION 

Dr. Castleman: Since Dr. Sweet is not here, 
I shall read an excerpt from his operative note: 

The growth was rather adherent on the right 
side to the undersurface of the sternum and 
costal cartilages. There was a large, nodular, 








3 o 
; 
x 
at 
4 





a a oe | a were 7 Pa oe ee ee) a a oe. 7 


i ' 13 

- 2s & SE ee: ee a e & : 
: a m4 m=. = 
ee ee +l 6S «(Cee Be; 





“7 “ =o 4 
ee ee 7 i ee ee 





a6 
> ae > . 
=) bk 
- ~~ 
be al . 
‘ i 
~ %*-.? bee. s -- 


‘ 
OOD Ce ee Gee eR PATER CET Do sath 


¥ 3 wet 
B oe se - _— = 
5 ae P| 
mam aes =z? ; “— = 
q Bae es 


rod) { 
@ ke 
ded = 
ee 
| 
i = 


4 $. } 4 Me J aa 
” £ 
i an 
AN 
A: E 
. “Sy n 











wy 


asi: 


ee ee ee canted 


Creed 





CM ree 





at a 
4 a 
CL eee. Of 
ie eg ony 4 yo a4 
"+ ae . 
— ~ 


ee 44 


He © Yn: 
4=- # a 2 
a8 —s 
ete s° y a 
ors & =< za¢ 
aa fa b oF a 


$eure £8 


~ —" 





= A 
oe :* -# ait 


: ear 


eT 


Pvt | | pat 
ga2f8-. "= 
> GA. Gut 


Tetracycline Lederle 


in the treatment of 


it 


January and his associates! have written 
on the use of tetracycline (ACHROMYCIN) 
to treat 118 patients having various 
infections, most of them respiratory, in- 
cluding acute pharyngitis and tonsillitis, 
Otitis media, sinusitis, acute and 
chronic bronchitis, asthmatic bronchitis, 
bronchiectasis, bronchial pneumonia, 
and lobar pneumonia. Response was 
judged good or satisfactory in more than 
84% of the total cases. 


Each month there are more and more 
reports like this in the literature, docu- 
menting the great worth and versatility 
of ACHROMYCIN. This antibiotic is unsur- 
passed in range of effectiveness. It provides 
rapid penetration, prompt control. Side 
effects, if any, are usually negligible. 


No matter what your field or specialty, 
ACHROMYCIN can be of service to you. 
For your convenience and the patient’s 
comfort, Lederle offers a full line of 
dosage forms, including 


ACHROMYCIN SF 


ACHROMYCIN With STREss FORMULA VITA- 
mins. Attacks the infection—defends the 
patient—hastens normal recovery. For 
severe or prolonged illness. Stress formula 
as suggested by the National Research 
Council. Offered in Capsules of 250 mg. 
and in an Oral Suspension, 125 mg. per 
5 cc. teaspoonful. 





For more rapid and complete 
absorption. Offered only by Lederle ! 


filled sealed capsules 


‘January, H. L. et al: Clinical experience with 
tetracycline. Antibiotics Annual 1954-55, p. 625. 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK 


PREG. U. S. PAT. OFF. 


PHOTO DATA: 4X5 VIEW CAMERA, F5.6, 1/28 SEC., EXISTING 
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irregular, firm tumor bulging into both pleural 
cavities. There was considerable fixation to the 
underlying tissues, including the innominate 
vein, the vena cava and the great arteries going 
to the head and neck. 

The tumor was therefore, large and infiltrat- 
ing; the biopsy showed characteristic Hodgkin's 
disease. 

There have been a few papers within recent 
years describing tumors of the anterior media- 
stinum believed to be thymomas that have large 
multimucleated cells said to be indistinguish- 
able from the Reed-Sternberg cells of Hodgkin’s 
disease. I strongly believe they are not thy- 
monmas but the ordinary type of Hodgkin’s dis- 
ease, because many of those patients have gone 
on to develop lesions in other parts of the body 
just as patients with Hodgkin’s disease do. Meta- 
stasis of a thymoma outside the chest rarely, 
if ever, occurs. In the case under discussion I do 
not believe that even adherents to the idea 
of a peculiar type of thymoma with the Reed- 
Sternberg type of cell would call this a thy- 
moma because, in addition to the multimucleat- 
ed cells, there were fibrosis, eosinophils and the 
immature lymphocytes seen in Hodgkin’s dis- 
ease. 

After the operation the patient received x-ray 
treatment to the mediastinum. 

Dr. Pittman: This again brings up the point 
that I made at the beginning about these lumps, 
the nature of which remains unknown until they 
are examined under the miscroscope. 

Dr. Jacobson: I do not think that is always 
true. If one can find a peripheral lymph node 
and take it out, one can make the diagnosis. 

Dr. Castleman: Our experience has shown 
that these small cervical lymph nodes that are 
barely palpable prove to be inadequate for diag- 
nosis so that one eventually has to biopsy the 
‘ main mass. That is undoubtedly why Dr. Kranes 
chose not to have a biopsy of the lymph node. 

In some hospitals this patient would have re- 
ceived at least a therapeutic x-ray dose without 
any biopsy. In this hospital, the radiologists re- 
fuse, and rightly so, to give x-ray treatment to 
a mediastinal mass until they know what it is. 
We have a patient with a mediastinal mass that 
was treated by x-ray and was later found to 
be tuberculous, with death due to miliary spread. 

Do you have any films showing the mass after 
treatment? 
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Dr.. Wyman: The patient had a large tumor 
dosage of nearly 3000 r since we expected to 
stop the disease and there was only one proved 
site. These two films, taken after x-ray therapy 
almost two and a half months after the original 
examination, show a definite decrease in size of 
the mass. 

Dr. Jacobson: It is a pity that this tumor was 
not operated on a year and a half previously. 
About five years ago I saw a young woman of 
about the same age, with a similar history, a 
similar-sized mass and also with a diagnosis 
of Hodgkin’s disease microscopically. Dr. Sweet 
was able to remove the entire tumor. There- 
after she had x-ray threapy. She is still living 
and well without any recurrences after five 
years. 

Dr. Jacob Lerman: Do you think you should 
consider surgery now after x-ray therapy? 

Dr. Castleman: I doubt if it could be removed 
now. The pulmonary symptoms are no longer 
present. This patient re-entered the hospital 
about three months later and had a hysterectomy 
for a large fibroid. 





(Continued from Page 179) 
the Government intends to prosecute violations 
of the injunction, this warning is necessary for 
the immediate protection of cancer victims who 
may be planning to take the Hoxsey treatment. 
Those afflicted with cancer are warned not 
to be misled by the false promise that the 
Hoxsey cancer treatment will cure or alleviate 
their condition. Cancer can be cured only 
through surgery or radiation. Death from cancer 
is inevitable when cancer patients fail to obtain 
proper medical treatment because of the lure 
of a painless cure “without the use of surgery, 
x-ray or radium” as claimed by Hoxsey. 
Commissioner of Food and Drugs 
Geo. P. Larrick 
U. S. Department of Health, Education, and 
Welfare, Food and Drug Administration, Wash- 
ington 25, D. C. 


MEETING NOTICE 


10th Annual Rocky Mountain Cancer Confer- 
ence, July 11 and 12, Denver. Sponsored by 
the Colorado State Medical Society and Colo- 
rado Division of the American Cancer Society. 
No Registration Fee. 





























Notes on the Diagnosis and Management of “Dizziness 


Ill. Meéniére’s Syndrome 





1, Paroxysmal Whirling Vertigo. This consists of sudden attacks of dizziness, often when 
the patient is at rest or asleep. The patient may feel that he himself is whirling or that fixed 
objects about him are whirling. The attack usually lasts for a few mii ; occasionally it 


is severe for weeks or subacute for months, 


also progressive. 





Fewer diagnostic errors* will result if a “triad of 
symptoms” is required of patients with suspected 
Méniére’s syndrome. These are the symptoms of 
typical Méniére’s syndrome: 

1. Severe paroxysmal vertigo which may be of two 
types; either the patient feels that he is whirling 
or that objects about him are whirling. 

2. Fluctuating subtotal hearing loss, usually affect- 
ing the higher tones, is noted at the same time as 
vertigo. 

3. Tinnitus, usually unilateral, is associated with the 
deafness and dizziness. 

With Méniére’s syndrome there is no definite locali- 

zation? by the Baérany (vestibular reaction) test and 

results of the caloric test are not diagnostic. Physi- 
cal examination should rule out disease of the cen- 

tral nervous or cardiovascular systems before a 

diagnosis is made. 

“Treatment with Dramamine®. . . is effective® in 
aborting and preventing attacks of Méniére’s syn- 


2. Subtotal Hearing Loss. 

Deafness will usually affect the 
high tones and it may be uni- 
lateral or bilateral. Sometimes 
the hearing loss is severe and 


3. Tinnitus. This is usually uni- 
lateral and present in the ear 
with greater hearing loss and 
ts without a definite pattern. 








drome .. . will prevent or arrest attacks of vertigo. 
It will also reduce the intensity of the tinnitus and 
sO may save some of the hearing in the affected ear.” 

Dramamine is recommended for Méniére’s syn- 
drome as the sole therapy or in combination with 
other treatment programs. 

It is a therapeutic standard also for motion sick- 
ness and is useful for relief of nausea and vomiting 
of radiation sickness and fenestration procedures. 

Dramamine (brand of dimenhydrinate) is supplied 
in tablets(50 mg.); Supposicones®(100 mg.); ampuls 
(250 mg.); liquid (12.5 mg. in each 4 cc.). G. D. 
Searle & Co., Research in the Service of Medicine. 
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gests of more than 100 recent articles, is available on request to. . . Chicago 80, Illinois 
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a he said unto them, Where is your faith? and they being afraid wondered, saying one to 
another, What manner of man is this?” (St. Luke 9:25). 

Doctor, where is your faith? What manner of man are you? Yes, what manner of man is a doc- 
tor? He is like other mortal men — he is warm and friendly, a duffer at golf, a sucker for 
uranium stocks, he loves animals, and sometimes poker, Beethoven and good scotch. But what 
sets the doctor apart, but not above other men? ‘ 

His training and education? — probably, but not necessarily. His economic and social position 
in the community? No. The true answer lies in the doctor’s humble devotion to his chosen work, 
his compassion in his ministrations to the sick, his humility and his faith. 

And where is your faith? 

Being entrusted with the health, lives, and happiness of patients requires more than the accu- 
mulation of a mass of knowledge of diseases, ani the exercise of care and skill in treating these. 
I hold that our responsibilities do not end with the minds and bodies of people; we are also respon- 
sible for something intangible — but nonetheless precious — faith. To give faith one must have 
faith. In St. Luke 9: 1 and 2: — “Then he called his twelve disciples together, and gave them 
power and authority over all devils, and to cure diseases, and he sent them to preach the king- 
dom of God, and to heal the sick.” 

Despite all of our training in science, and our knowledge of the atom, and the structures of phy- 
sical things, — a doctor has to believe in a Supreme Being. He has to believe in the Fatherhood 
of God, and the brotherhood of man. He needs this faith because he must deal with the inescapable 
responsibility of life and death. The surgeon who holds another’s life in his must have faith; so 
must the psychiatrist who controls the peace of mind, the obstetrician who users a delicate life into 
this world, and who gently slaps the breath of life into the babe. And so it goes, — the pediatri- 
cian, the internest, the generalist, and so on. Nor can even the dermatologist enjoy the false 
luxury of cynicism. 

I do not ask you to be ostentatious in your manifestation of your faith; you need not necessarily 
go out to preach the word of God. Rather leave that to the men of the cloth. But practice the 
word of God, and manifest your dedication by exhibiting true compassion and humility. But prac- 
tice it in your own way and in the faith of your own choice. And you should not feel that your 
training in the sciences need alienate your religious tenets. Science can often tell us how to get 
what we want; religion at its noblest reminds us about what we ought to want. 

Surely, some of you may now be saying “Ah, Podolsky is mouthing a lot of inane idealisms.” This 
is the same idealism that I cherished as a young starry-eyed medical student, — and so did you — 
if you will have the courage to admit it, and I proudly admit that I still nurture it. 

I'll also admit that it is sometimes difficult to hold to these ideals after a trying day in the hos- 
pital, office and on house calls, especially at night, listening to complaints, real and imaginary, 
suturing the cuts of drunken brawls, setting the broken bones of people racing to hell in high speed 
death weapons, and treating diseases of the sinful as well as of the innocent. I’ll admit that when 
one is tired and discouraged, compassion and charity might wear a little thin. 

And now a few words to those who consider the charitable aspects of our practice as duty, not 
as a God-given privilege. It is true that our profession is also our means of earning a living, and 
accumulating some of the material things on this earth. However, the richest doctor is the doctor 
who gives most of himself. In these days of high income taxes, one can’t keep much anyway, even 
though a doctor likes nice things for his family, and some of the luxuries for himself. I recite the 
parable of the fox from Aesop’s fables; “It may be likened to a fox which found a vineyard fenced 
around on all sides; but there was just one hole. He wished to enter through it, but was unable to 
do so. What did he do? He fasted three days until he became very thin, and then went through the 
aperture. He feasted there and, of course, grew fat again, when he wanted to go out, he was 
unable to pass through the hole. So he fasted another three days, until he had grown thin and 
then went out. When he was outside, he turned back and, gazing upon it, cried, “Oh vineyard! What 
use have you been to me and what use are your fruits? All that is inside is beautiful and praise- 
worthy, but what benefit has one from you? As one enters so he comes out.” 

What a doctor is able to gain and should strive to accumulate during his lifetime is a store of 
worthy actions. Such a treasure preserves its value even after death. 

By adhering steadfastly to our faith, and to our seemingly puerile medical student idealism, we 
shall then deserve the immortal tribute to the physician penned in the book of Ecclesiasticus, 
“Honor a physician with the honor due unto him... for the Lord hath created him. For of the 
Most High cometh healing . . . the skill of the physician shall lift up his head; in the sight of 
great men he shall be held in admiration.” 

Dr. Harry Thompson and his predecessors have set a fine and noble example; the goals of this 
office are high, but with the kind cooperation of each member, and with continued prayers for 
divine guidance, I accept with great humility the honor and privilege of serving you as president 
for the ensuing year. 

ABE I. PODOLSKY 
President Arizona Medical Association 
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CONTRIBUTORS 

The Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 
- | to coustenction, diction, spelling, and punctuation. 

guided one general rules of medical writing as 
followed by the ke RNAL OF THE AMERICAN MEDICAL 
ASSOCIATION. 

3. Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words. 

4. Read and re-read the manuscript several times to cor- 
rect it, especially for spelling and punctuation. 

5. Manuscripts should be typewritten, double spaced, and 
the original and a carbon copy submitted. 

6. Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
countv medical society meeting. 

7. Exclusive Publication—Articles are accepted for publi- 
cation on condition that they are contributed solely to this 
pean Ordinarily contributors will be notifed within 60 
days if a manuscript is accepted for publication. Every effort 
will be made to return unused manuscripts. 

8. Illustrations — Ordinarily publication of 2 or 3 illustra- 
tions accompanying an article will be paid for by Arizona 
Medicine. Any number beyond this will have to be paid for 
by the author. 

9. Reprints — Reprints must be paid for by the author 
at established standard rates. 

The Editor is always ready, willing, and happy to help 
in any way possible. 


EDITORIAL 
A PRINCE HAS FALLEN 


“Know ye not that there is a prince and a great 
man fallen this days in Israel?”—II Samuel 3:38 











| nn has suffered a great loss in the pass- 
ing in early April of this year of our friend and 
Associate Editor, Dr. W. Warner Watkins. 
Those of us who knew and loved him need 
no reminding that here indeed was “a prince 
and a great man”. Those who are newer among 








us, and did not know him so well, will be sur- 
prised at the account of his life and accomplish- 
ments printed elsewhere in this issue. It is amaz- 
ing that one man in one lifetime could have 
done so much for so many. And be assured from 
one who knew him well, loved him greatly and 
owed him much, that this account, as compre- 
hensive and excellent as it is, only scratches 
the surface of the multitudinous interests and 
good deeds of this genius who lived among us. 

He will be missed — greatly — not only by 
his family and numerous friends but by the med- 
ical fraternity of the County, State: and even 
the Nation. Also by the numerous Christian 
projects with which he was associated, civic 
organizations who knew and valued his action 
and advice. 

It is comforting to know that through these 
many things the denign and humanitarian influ- 
ence of Dr. W. Warner Watkins will live on — 
and on. 


LETTER TO THE EDITOR 
Dr. R. Lee Foster 
Arizona Journal of Medicine 

The Arizona Tuberculosis and Health Associa- 
tion will miss the wise counsel of W. Warner 
Watkins, M.D., President Emeritus, who passed 
away at his home 206 E. Moreland, Phoenix, 
last evening. 

The continued active leadership of Dr. 
Watkins from May 22, 1909, when the “Arizona 
Association for the Study and Prevention of 
Tuberculosis in affiliation with the national as- 
sociation” came into being until his voluntary 
retirement from the Directorate of our Associa- 
tion in 1954, kept the voluntary tuberculosis 
effort alive in Arizona through many difficult 
and trying years. His interest and concern for 
the Association’s future were evident to the end. 
During my last brief chat with him on March 
11, 1956, he referred to items in the Minutes, 
articles in the “Digest” and the excellence of 
the program for the forthcoming ATHA-ATS 
meeting. 

Helen E. Watkins 
Arizona’s Representative Director, 

National TB Assn., 1945-49 
Promoted Organization of Arizona 
Trudeau Society 1946 
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RX., DX., AND DRS. 
By Guillermo Osler, M. D. 


a on the Upjohn oral drug for diabetics 
have become available since we mentioned it last 
month. The drug was discovered in Germany, and 
is a cousin of the sulfonamides. It has been studied 
by Miller and Craig of Western Reserve Uni- 
versity, and Dr. I. A. Mirsky. . . . It is not an 
insulin substitute, but probably acts by blocking 
a body process which destroys insulin. .. . It is 
of little value in young diabetics, and of no help 
in cases with ketosis, but is useful in the older 
and overweight cases. . . . Side effects of the drug 
have not been well-studied, and it is possible that 
better analogues will be found. 





Coincident with the finding that the effluent 
from SEWAGE which is treated in the ordinary 
way contains a surprising number of pathogenic 
bacteria and viruses comes the word that Los 
Angeles is testing a method of NUCLEAR RADIA- 
TION. This is the first time that atomic energy 
has been tried for this purpose, and it could 
revolutionize the entire procedure. The experi- 
ments are to be carried out by a Pittsburgh cor- 
poration. 





E. A. Busse of Tucson has reported his use of 
‘Salvort’ (made by Massengill) in the Nov. 1955 
issue of CLINICAL MEDICINE. ... The drug 
contains cortisone, sodium salicylate, calcium 
ascorbate, and buffers. It is a combination which 
should be in balance, and he says it was non- 
toxic and well tolerated in 5 cases of rheumatoid 
arthritis and 5 of calcific bursitis. They made 
“excellent progress”. 





Detective work by two PHS physicians has 
identified the mysterious “TINGO MARIA 
FEVER” of Lima, Peru. Tourists have been 
warned away from the ‘Cave of the Owls’, and 
the cause of the hazard has been found to be 
HISTOPLASMOSIS. ... Dr. Lazarus obtained 
soil samples and sent them to Dr. Ajello in the 
USPHS Communicable Disease Center in Atlanta, 
Georgia. Histoplasma capsulatum was found, the 
source being droppings from the cave-dwelling 
‘oilbird’. . . . This extends the frontiers of ‘histo’, 
and may help in solving the problem of epidemi- 
ology. 





Readers of this column are more or less fortu- 
nate when it comes to reports of chest disease 
meetings. Now we have a few gems from the 
April Cal. TB & Health, and Cal. Trudeau meet- 
ings in San Francisco. . 
were Dr. 


. . The imported guests 


Herman Hilleboe, Commissioner of 


Health for New York State; Dr. Max Chamberlain 
of New York, inventor of segmental lung resec- 
tion; and Dr. Roger Mitchell, once of Trudeau 
San. at Saranac and now director of the Colorado 
Foundation for Research at Denver. Local talent 
filled in the remainder of 2% days, including the 
famous half day of 10 minute papers. .. . Here 
are a series of notes which were accumulated on 
various topics, — The TB mortality is now very 
low, but we must find more unrecognized cases 
in the population, and arrange better and long- 
continued care of the people with active or ar- 
rested disease. . . . It is logical to treat people 
with anti-TB drugs who have negative chest 
films but newly positive tuberculin skin-tests. .. . 
Three drugs are still best for certain types of 
active disease, but INH & PAS are good for 
healing non-acute disease (if tolerated). 

Patients should be sold on the need and value of 
PAS, a sometimes unpleasant drug. . . . Home 
treatment is only satisfactory when the disease 
has been controlled in a San; when the patient has 
been educated in a San; when the home condi- 
tions are suitable; and when wise, long-time 
medical care is at hand. . . . ‘Valley fever’ (coc- 
cidioidomycosis) is still quite a mystery disease, 
both from the standpoint of medical therapy and 
its method of spread. . . The diagnosis and 
treatment of emphysema, or ‘thin lung’ is im- 
proving, but results are not perfect and patients 


find it hard to understand. ... There are many 
peculiar bacilli which look like tubercle bacilli 
but usually don’t act that way. . . . Some people 


have too little of a certain type of protein (gamma 
globulin), and develop recurrent respiratory in- 
fections as a result. ... Dr. Brewer of Los Angeles 
has been working on a new ‘partition’ operation 
(at first in animals) to prevent overexpansion of 
the lung after resection. . . . Thoracoplasty is 
finding a new use in some older people, (especially 
the ‘waterfall’ operation of Drs. Jones, Robinson, 
& Meyer), as is the lucite sphere installation used 
by Dr. Cotton. .. . Almost 95% of the people who 
have had segmental resections (part of a lobe) are 
alive after 5 to 8 years, in spite of advanced 
disease, age, accidents, etc. Dr. Chamberlain’s 
series has now reached 1,000 cases. . . . Removal 
of a small piece of lung for diagnosis is a very 
valuable method (and easy) when the cause of 
disease is not known... . Everyone with anything 
to do with prevention, diagnosis, or therapy was 
urged to “Get in there and fight”. 





Reporting of medical meetings, or diseases, or 
operations is very often quite accurate. The article 
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A sack of potatoes, a dozen fresh eggs, a home cured ham 
. .. all payments to the doctor who served them. 
How do YOUR patients pay . . . Or do they! 


You can mark the bill “PAID” when your patients use 
Medical & Dental’s Budget Plan for Health. You get paid with- 
out recourse; your patients have many months to make convenient 
payments out of income. 





Medical & Dental Budget Plan is the MODERN way to pay 
the doctor. 
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on HEART OPERATIONS in an April Sat. Eve. 
Post was not only interesting but factually correct. 
Mr. Spencer, as we've said here before now, is 
a fine writer. ... The reporter for the San Fran- 
cisco Chronical who recently interviewed Dr. 
Hilleboe was not so good, or lucky. She made a 
booboo which any TB patient and most physi- 
cians would recognize, — “Dr. Hilleboe was cau- 
tious and skeptical of the value in tuberculosis 
therapy by a new drug from South America called 
Isoniazid”. He wasn’t cautious and skeptical; it 
isn’t new; it didn’t come from South America; 
and it isn’t Isoniazid. 


If your patients are critical about the technic 
used by the doctors or lab. assistants who pass 
gastric tubes, tell them how they do it in other 
communities. .. . Patients in V.A. Regional offices 
and in many V.A. hospitals are expected to pass 
their own tubes. And do. 





Drs. Gerbode and Bailey of San Francisco have 
been using a NEW ANAESTHESIA ROUTINE in 
heart surgery for the past 3 years. ... They use 
the standard premedication of meperidine HCl 
and scopolamine, followed by a light dose of 
pentothal. The trachea is sprayed with a cocaine 
solution. Decamethonium bromide (a curare de- 
rivative) is given for muscle relaxation. Then 
forced oxygen inhalation is begun, the patient 
falls asleep at once, and heart surgery is begun, 
often with the aid of hypothermia in young pa- 
tients. . . . The effect lasts for 14% to 2 hours. 
The rationale is not certain. The anaesthesia may 
not be deep enough for painful operations. The 
patient can respond to questions, and is “semi- 
conscious”. .. . The use of oxygen, and the lack 
of a gas anaesthesia, results in a minimum of 
cardiac depression or irritability. 





The Indian government placed an embargo on 
Rauwolfia serpentina. A frantic search for new 
plant sources has been under way, but may be 
relieved by an announcement from Harvard... . 
Synthesis of reserpine is very near says Prof. 
Woodward. This knowledge should help the manu- 
facture of reserpine, but also allow composition of 
better compounds. . . . One could then thumb a 
nose at India for its dog-in-the-manger attitude. 





The BASIC CAUSE, or causes, of RHEUMA- 
TOID ARTHRITIS are still obscure, but less so 
as research proceeds. ... The sera of rheumatoid 
arthritis patients will agglutinate heterologous 
(sheep) R.B.C.S. The reaction is highly specific, 
since it does not occur in rheumatoid spondylitis 
or psoriatic arthritis, but does occur in juvenile 
rheumatoid arthritis. ... The agglutinating factor 
is an englobulin; it is related to the presence of 
fibrinoid: and it is not suppressed by steroid 
therapy. ... It is said that there are structural 
changes in the anterior pituitary gland of patients 
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with rheumatoid arthritis, as well as a 40% below 
normal excretion of 17-ketosteroids and an (ab- 
normal) excretion of 17-hydroxypregnenolone. .. . 
Should we settle for a cure, or should we first 
know why and how it works. 





Arizona has nine hospitals on the Dec. 31, 1955 
list of the Joint Commission on Accreditation. 
There are other hospitals which may meet the 
standards but have not yet been inspected... . 
The list includes Flagstaff Hospital; Miami-In- 
spiration Hospital; Good Samaritan, Maricopa 
County General, Memorial, and St. Joseph’s Hos- 
pitals in Phoenix; Tucson’s St. Mary’s Hospital 
and Sanatorium, the Southern Pacific Hospital 
and Sanatorium, and the Tucson Medical Center. 





Modern office suitable for Doctors or other 
professional, located downtown Yuma 
Refrigerated, Reasonable Rent 


N. McCALLUM 


1165 7th Avenue — Yuma, Arizona 
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gives the arthritic patient more days of freedom 
from joint symptoms—in many patients the 
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“The following resume is presented in the hope that it will serve not only to inform our 
readers who were unable to attend the Seminar, but will serve as review notes for those who 
were. Most of the papers will probably appear in the literature at some later date, and we hope 
you will be encouraged to watch for them and read them when they do appear. The notes 


were supplied by our Editor D. W. Neubauer. 


RESUME OF THE FOURTH ANNUAL CANCER SEMINAR 


The Arizona Division of the American Cancer Society 
in association with Arizona Medical Association 


NEOPLASMS OF THE THYROID GLAND 
Juan del Regato, M.D. 


= course of these tumors is totally unpredict- 
able and frequently frozen sections prove of no 
value. The Delphin node in the pretracheal area 
may be of some value as a frozen section. Tracer 
doses of radioactive iodine can prove of help in 
that malignant tumors may not absorb the radio- 
active iodine in the same proportion as the 
normal tissue. However, a nonfunctioning ade- 
noma or a colloid cyst can give the same result 
on tracer studies as a malignant nodule. 

The thought of “aberrant thyroid” tissue is 
passing out. These are metastatic lesions and 
cannot be considered as aberrant thyroid. They 
may rest as dormant carcinoma for many years 
or the carcinoma that is present in the primary 
nodule may be dormant for many years. Graham, 
many years ago, advocated that a method of 
distinguishing the malignant lesion was by evi- 
dence of invasion of the blood vessel. This is 
true. However, this detection depends upon the 
thoroughness of the pathologist running the sec- 
tions. x 

The treatment of choice in all of these thyroid 
lesions is surgery. Radiation plays only a sec- 
ondary role. The surgery must be adequate and 
it must be wide. Shelling out any nodule of the 
thyroid is not advisable. 

Postoperative irradiation therapy is of very 
questionable value. Radiotherapy is indicated in 
the inoperable case and in the presence of the 
operative recurrence. The smaller amounts of 
irradiation that have been used in the postopera- 
tive case are of very questionable value. 

The value of radioactive iodine to detect by 
scanning the technique the presence of meta- 
stasis is of low or questionable value. The normal 
gland must be destroyed first and then it may 
be weeks or months later before the metastatic 
nodule will take up the iodine Therefore, it is 
better to do surgery to eliminate the normal 
gland or to use one of the thyrotrophic dsugs. 


When this is done it is better to follow the sur- 
gery with external radiation for the metastasis, 
if such is feasible, and not to use radioactive 
iodine. The external irradiation has less danger. 
There is less likelihood of, for example, damage 
to the kidney. Radioactive iodine has some very 
detrimental features in addition to above. In 
some young females it has been used to inter- 
rupt menses and then the possibility exists that 
you might later deliver a monster. 

The indiscriminate use of radioactive iodine, 
such as has been going on in many places is 
hyperthyroidism, particularly in the young, is 
too dangerous and is not the treatment of choice 
in this group of patients. 

If radiotherapy is used, that is, x-ray therapy, 
use it thoroughly; not as a couple of erratic 
shots; larger amounts are necessary. 


Herbert C. Maier, M.D. 

Dr. Maier feels, as Dr. Regato, that the term 
aberrant thyroid should be eliminated. It is not 
aberrant tissue. He discussed thyroid masses in 
the thoracic area and it is his finding that those 
that exist truly in the chest are adenomas, 
usually benign. They tend to be a downward 
extension into the substernal area and apparent- 
ly arise primarily from the lower pole of the 
right lobe. He has never seen one of these inter- 
thoracic nodules from the left lobe. Some of the 
patients had a mass in the neck in years past. 
At times this diagnosis can be suspected in med- 
iastinal tumors in those cases where there is a 
mild distention of the veins of the neck. That 
is a questionable finding. This goiter will move 
with swallowing although lesions of the esopha- 
gus, particularly benign lesions of the esophagus, 
will also move on swallowing. Some will get 
dyspnea due to the tracheal compression. Pain 
is practically never present. Radioactive iodine 
is of little help in their differential diagnosis. 
They are usually low functioning adenomas. 
He does not advocate the transthoracic approach 
for the mass in the thorax, apparently thyroid 
tissue that can be felt from the cervical area. 
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These nodules are almost invariably posteriorly, 
in close association to the trachea and esopha- 
gue. Some have been misdiagnosed as aneurysms 
of the innominate artery. It is to be noted that 
the postoperative x-ray will be almost identical 
to the preoperative x-ray in spite of the removal 
of the tumor for the area will be filled with ser- 
ous fluid. He never closes the mediastinal pleura 
completely for fear of late compression. Most of 
these masses derive their blood supply from the 
cervical area although there are occasional and 
important exceptions. He has noted a number 
of pulsating masses over the anterior thoracic 
area or infra-clavicular area which are metastatic 
carcinomas of the thyroid. A large vascular thy- 
roid mass can give all the findings of an ane- 
urysm and can erode bone. He has found that 
mediastinal exploration in carcinoma of the thy- 
roid for advanced malignancy accomplishes 
nothing. 


Ian MacDonald, M. D. 
Diffuse thyroid hyperplasia 


without toxicity 0 
Diffuse thyroid hyperplasis with 

toxicity 0.5-0.8 
Nodular glands 1-40 
Nodular gland with toxicity 1 
Nodular gland without toxicity 2.5-40 
Single nodule 8-24 
Multiple nodules 2.5-17 
Nodules in children 19-40 
Nodules in female 3 
Nodules in male 16.6 


Papillary adenocarcinoma makes up approxi- 
mately 46% of all cases, follicular carcinoma 
7%. These two groups making up more than 
50% of the malignancies. They are biologically 
favorable and are surgically curable. The solid 
carcinoma, spindle cell, Hurthle cell, squamous 
carcinoma—this group lumped together, 8 out of 
10 will be dead within one year. The best treat- 
ment for them is biopsy and x-ray irradiation. 
In fact after they have invaded or extended out- 
side of their capsule surgery may be harmful. 

The extent of spread is proportional to the 
degree of malignancy found. In checking the 
mode of spread of carcinoma of the thyroid 
gland they will spread superiorly, laterally and 
inferiorly from the lateral sides. There is a pre- 
laryngeal spread, a pretracheal spread, a meta- 
stasis to the superior digastric nodes, to the 
retropharyngeal nodes, inferiorly to the thymic 
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area and there is actually anastamosis of the 
lymphatics across to the opposite side. The bio- 
logical spread of papillary carcinoma is through 
the lymphatics. He found very limited involve- 
ment of the submaxillary area. The submandibu- 
lar area had a moderate involvement. Primary 
metastasis was lateralward, inferior lateralward, 
anteriorly inferior and to the posterior triangle. 
He advocates a total thyroidectomy for papillary 
adenocarcinoma and is strongly opposed to the 
fractional treatment such as occurs in many 
cases. He found that in one-half of his cases, 
and this is a review of 30 cases, had multiple 
foci of origin. Fifteen per cent had contra- 
lateral metastasis. In many of these cases 
where he is doing an excision on the opposite 
side it is a clean out of the soft tissues to the 
jugular vein and not a total neck dissection. He 
does not advocate a total neck dissection in the 
absence of lymph node metastasis. 

Of 60 cases reviewed he has found their age 
incidence was as follows: 


10 to 29 years 14 cases 
30 to 49 years 23 cases 
50 to 69 years 17 cases 
70 to 89 years 6 cases 
Of the pathological types involved: 
Papillary 30 cases 
Follicular 16 cases 
Hurthle cell 5 cases 
Adenocarcinoma 1 case 
Undifferentiated 5 cases 
Lymphoblastoma 3 cases 


In the above cases sections revealed only 
normal thyroid in 33 cases. Six had adenomas 
and in these six adenomas, two had carcinoma 
arising directly in the adenoma In four there 
were a nontoxic nodular goiter and one had a 
thryoiditis. The duration of symptoms was not 
significant in differentiating the various types of 
malignancy involved. 

Physical findings revealed a single nodule 
in 38 of the 60 cases. They found additional 
nodules at surgery but on physical examination 
38 of the cases presented a single nodule. Eight 
had multiple nodules. Ten had diffuse growth 
and 13 had palpable lymph nodes. In the 17 
cases where nodes were removed they were 
clinically positive in 11 cases, but metastasis 
were found in 16 cases of the 17 cases. 

In papillary carcinoma considering 12 cases 
of that were clinically positive for metastasis: 
43% had metastasis to the same side, 13% had 
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metastasis to the counter-lateral side, and 13% 
had metastasis to the superior cervical nodes. 
In a consideration of 30 cases papillary car- 
cinoma to the metastasis cervical nodes occurred 
in 12 cases; to bone in 2; to lung in 2; gen- 
eralized in 1 and had invasion in 5 cases. 
Papillary adenocarcinoma is a malignant prob- 
lem although it may necessitate a number of 
years to prove so. It will be lethal in 10 to 15 
years without treatment. He strongly advocates 
radical surgery, the fact that the thyroid is de- 
veloped in two lobes is of no significance. We 
should not treat them as two separate lobes; 
we should not do a hemithyroidectomy. He be- 
lieves the average survival time should approxi- 
mate 30 years rather than our present of about 
15 years; and we should be curing approxi- 
mately 90% instead of the 70% that are being 
cured at present. He concludes that any goiter 
may contain carcinoma, particularly in the child 
and in the male. Definitely remove all single 
nodules, over 60% of the carcinomas should be 
curable with adequate surgery. 50% of the mul- 
tifocal malignancies in origin. For the undiag- 
nosed lump, expose, explore, remove the lump 
with a border, do a frozen section and if the 
frozen section is unsatisfactory delay surgery 
and await the paraffin section. But if thyroid- 
ectory is indicated for malignancy, do a total 
thyroidectomy, a hemithyroidectomy is too little. 
For carcinoma you should not only do the 
thyroidectomy but should remove the soft tissue 
or the fat and lymph nodes from jugular vein 
to jugular vein. He refrains from doing a radical 
neck dissection unless nodes are involved. 


DISCUSSION 

Dr. Regato states that there is no question 
that radiation in itself can be carcinogenic. He 
will not use over 50 r for treatments of a 
thymic tumor or the diffuse hyperplasia noted 
in childhood but greater amounts have been 
used and may have lead to carcinoma of the 
thyroid. Dr. Macdonald believes that the prob- 
ability of a carcinoma of the thyroid is inversely 
proportionate to its increase in size. He has seen 
no malignancy in the substernal gland. He al- 
lows 6 weeks between procedures when doing 
a bilateral total neck disection. He always does 
a total thyroidectomy in the presence of malig- 
nancy. He does not advocate a prophylactic 
neck dissection. It is to be noted that he has 
a table set up, the Pathologist in the room with 
a sterile technique dissecting the thyroid gland, 


ARIZONA MEDICINE 





197 


inspecting it for parathyroids, and then does 

an implant of those parathyroids as necessary. 

PROBLEMS IN THE MANAGEMENT OF 

NEOPLASMS OF LIVER AND PANCREAS 
1 — Averill Liebow, M. D. 

This is a rare problem. In 5,000 necropsies 
only 12 cases of interhepatic and 10 cases of 
extrahepatic neoplasm were found. It is pri- 
marily a disease of the 6th and 7th decades. 
It is two times as frequent in the United States 
as in Europe. The relationship of male to fe- 
male of his cases involved —— the intrahepatic 
8 males, 4 females; the extrahepatic were 5 and 
5. There is a high association, 85% of the cases 
had a pre-existing fibrosis for all carcinoma of 
the liver. The question arises — did the fibrosis 
exist before the tumor developed? 

The various classifications are: 

1. Hepatomas which are really and truly a 
hepatocarcinoma. Have a benign appearance at 
times. They are usually malignant. They are 
more common than any of the types. They ac- 
tually may carry on liver function. 

2. The adenocarcinoma which is less common 
and may be of ductal origin. 

3. There is an intermediate type which is not 
surprising when one considers the liver is de- 
rived from the primitive gut. 

Of the various types the hepatocarcinoma, 
9 of them were intrahepatic, none extrahepatic. 

Of the adenocarcinoma 3 were intrahepatic, 
9 extrahepatic. 

Cirrhosis was present in 10 of the intraheptic 
and 6 of the extrahepatic. 

It was absent in two of the intrahepatic and 
absent in 6 of the extrahepatic. 

Hemochromatosis is common in the develop- 
ment of the hepatocarcinoma. It is even more 
common than cirrhosis. In multinodular hepa- 
tocarcinoma it is difficult to differentiate regen- 
eration and carcinoma grossly. The spread is 
both by lymphatics and through the blood 
stream. Ninety percent of them died with meta- 
stasis to the lungs; that is, the patients with 
hepatocarcinoma. The blood supply to these 
tumors is almost entirely from the hepatic 
artery. A hemangioma with sclerosis can feel 
like a metastasis. 

Tumors of the Pancreas 

Malignancy may arise from the ducts or the 
ducts or the glands. Most commonly involves 
the head of the pancreas. The islets are rarely 
involved. Forty-three percent are a diffuse in- 
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volvement; 43 percent involve the head alone; 
14 percent arise in the body and tail. It is to 
be noted that 50% of the patients with carci- 
noma of the body and tail will develop multiple 
thrombi. Many of them have a pain in the back 
as their primary complaint. 

Islet Cell Adenomas and Carcinomas lead- 
ing to hyperinsulinism from the beta cells may 
be due to multiple or diffuse hyperplasia. 

2 — Alexander Brunschwig, M. D. 

In 1911 a total hemilobectomy of the liver 
was performed. A patient can go along nor- 
mally with only 200 or 300 grams of liver tissue 
remaining. There are over 1000 instances on 
record since 1888 of removal of tumors of the 
liver. He frequently will do a compression re- 
section of the left lobe by compressing be- 
tween the index finger and the thumb and so 
obtaining hemostasis until the vessels can be 
clamped. If a right or left lobe is resected he 
goes down along the falciform ligament attempt- 
ing to get the artery and vein; the hepatic 
veins above are gotten by going through the 
chest and: turning the right lobe of the liver 
over. There are fundamentally avascular planes 
allowing for eight lobes of the liver but it is 
very difficult to differentiate these planes. He 
resects from one side or the other of the falci- 
form ligament. He advocates excising metastasis 
to the liver. Pain is noted whenever the Glisson’s 
capsule is stretched or torn. The liver does not 
necessarily hypertrophy after a lobe is removed. 
He had a 27% mortality on liver lobe resection, 
43% mortality for right lobe resection. He be- 
lieves that 80% of the liver can be removed 
and the organism survive. In fact, it is his 
belief that the human can survive with less 
than 20% of the liver functioning. Hemorrhage 
has been the primary problem of the liver re- 
section. He has not had late hemorrhaging. 
The inferior vena cava can be clamped and the 
porta hepatis compressed for up to 25 minutes 
to permit the surgery to be performed. Infec- 
tion has not been a problem. Dogs liver is 
highly infected. That is not true of the human 
liver which is relatively sterile. 

LYMPHOMAS 
1 — Alfred A. Gellhorn, M. D. 

Stated that there are 25,000 new cases of 
lymphomas and leukemias reported per year. 
Of the hospitals he reviewed, and these to a 
degree had to be considered hospitals doing 
a great amount of malignant surgery, between 





May, 1956 


9 and 13 percent of the patients coming to 
necropsy did so because of lymphomas or leu- 
kemias. It is extremely important to institute 
the treatment while the leison is still localized. 
In lymphosarcomas the histological type is of 
extreme importance. The giant follicular is more 
benign. However, it may be an early phase of 
the later lymphocytic or reticular cell form. 
2 — Alexander Brunschwig, M. D. 

In discussing the place of surgery and the 
definitive treatment of lymphomas he stated 
that obviously radiation is the principal arm of 
treatment. There are certain limited phases, 
however, as in the involvement of neck glands 
or abdomenal viscera excision of the lymphoma 
can be considered. Obviously, this is to be dis- 
couraged once leukemia has developed. In the 
neck Hodgkin’s disease or the lymphoblastic 
sarcomas with one or more positive nodes, ex- 
cision can be carried out. This is true in the 
axilla, groin and as stated above, the neck. A 
lumpy tumor of the GI tract one must consider 
as a lymphoma, and consequently treat it with 
a wide resection. He believes that the primary 
lymphoblastoma of the abdominal viscus is of a 
different identity than the same lesion occurring 
in the lymph nodes of the neck. 

3 — Herbert C. Maier, M. D. 

In diagnosing and treating intrathoracic 
lymphomas he does a scalene node biopsy. 
Frequently when there is mediastinal in- 
volvement there are cervical nodes involved. 
He has surprisingly seen small cell carincomas 
regress markedly with as little as 600 r. There- 
fore, he finds it extremely important to dif- 
ferentiate the lymphoblastoma group. He _ has 
found many of his thymic tumors extremely low 
in the chest even in the precardial area. These 
localized lesions in the chest can run an ex- 
tremely long course. 

4 — Juan del Regato, M. D. 

In discussing the lymphomas stated that those 
of the orbits are invariably of a benign type 
and radiation therapy will result in 100% cure. 
They do not metastasize. The lymphomas of 
thymus, of the stomach do not metastasize and 
can be cured by radiotherapy as well as by 
surgery. The pedunculated lymphoma of the 
rectum is benign and should be handled with 
irradation. 

The lymphosarcoma of the pharynx are highly 
curable by radiotherapy if there are no metas- 
tasis. The lymphosarcoma of the small intestine 
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is seldom cured. Hodgkin’s disease can live for 
25 to 30 years with treatment properly handled. 
You need to follow them closely. He believes 
you can sterilize the local lesion in lymphosar- 
coma with radiation alone. In radiotherapy in 
Hodgkin’s disease, one can anticipate a 70% 
five year survival and a 37% ten year survival. 


5 — Dr. Gellhorn on chemotherapy of the 
lymphomas states the localized lymphosarcoma 
and Hodgkin’s are obviously difficult to differ- 
entiate. If there is localized disease do not use 
the nitrogen mustard. Nitrogen mustard has 
never cured and is used only in the desiminated 
problems. 


In constitutional Hodgkin’s disease he uses: 


Nitrogen Mustard IV in 0.4 mgms. per 


Kilogram 
TEM Orally 15 to 20 mgms. 
Tetpa IV 10 mgms. daily 
Phenol Nitrogen Orally, 10 mgms. daily 
Mustard 


Or CV1348 


The choice of drugs used in generalized 
Hodgkin’s, in acuately ill most rapid remission 
is obtained with Nitrogen mustard. It can be 
expected in 48 to 72 hours to have the patient 
afebrile but the patient will have an extremely 
rough time with nausea, vomiting, and depres- 
sion of bone marrow. The nausea and vomiting 
can be controlled with Thorazine. In the less 
acutely ill use TETPA Intravenously with no 
reaction and slower response. For the smolder- 
ing disease he uses TEM. Slower effect again 
and noting it in 10 to 14 days. The CV 1348 
is not satisfactory for Hodgkin’s disease but is 
better in lymphosarcoma. The histological type 
is important. The giant follicular is relatively 
benign until it converts. The disseminated re- 
ticular cell sarcoma notes one-third improve- 
ment only with Thiotepa. 


The adrenal cortical hormones as Cortisone 
are helpful but exacerbation occurs as soon as 
they are discontinued. Hazards are disimination 
of tuberculosis, hemorrhage and perforation of 
the GI tract and development of Cushing’s dis- 
ease. Metacortone has less salt and water re- 
tention. The over-all results of the two drugs 
are fundamentally the same. Either one is only 
effective as long as treatment is continued. 


There has been no prolongation of life by 
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the use of the chemotherapeutic agents in this 
group of diseases but they have been able to 
keep the patient asymptomatic for a greater 
length of time. 


DISCUSSION OF LEUKEMIAS 


1 — Alfred A. Gellhorn, M. D. 

The acute leukemias of childhood and adult- 
hood are totally different. In childhood he uses 
Aminopterin or a folic acid analogue or the 
Purinthol or Cortisone. The folic acid antagonists 
brought about 30 to 60% remission, about one 
half will present a complete change. Seventy 
to 80% note a remission with Cortisone. Forty 
percent remissions noted with Mercaptopurine. 
In the desperately ill use of the adrenal cortical 
steroids. In the less ill Mercaptopurine and the 
folic acid antagonists are considered too toxic 
and are no longer used. Prior to 1947 a 5% 
survival for one year were noted. Since 1951 
50% survival for one year; that is, of the acute 
leukemia. With each compound one gets a re- 
exacerbation and the drugs become less effective 
until after a time it is no longer effective. 


Acute leukemia in adults — the above com- 
pounds are not helpful. ACTH and Cortisone 
are used and have resulted in no significant 
modification of disease. Recently they have tried 
massive cortisone or Metacortone, using 6 grams 
of Cortisone daily for 10 days and 1 gram daily 
of Metacortone for 10 days and did bring about 
remissions in some cases. In 16 adults with acute 
leukemia they had four complete hematological 
remissions, 4 partial remissions and 8 had no 
effect. However, they did have some major 
psychosis, GI hemorrhage, perforation and’ a 
severe diabetes that was difficult to control. 


2 — Juan del Regato, M. D. 


Radiotherapy of the acute leukemia in child- 
hood has no place. Acute leukemia of adults 
has similar results as with chemotherapy. In 
chronic leukemia radiation is the treatment of 
choice and he uses total body irradiation. Some 
chronic lymphatic leukemia patients need no 
treatment and should only be followed, ie. if 
they are asymptomatic. However, in both 
chronic lymphatic and chronic myelogenous 
leukemia he uses total body irradiation. He 
treats them daily for two to four weeks, then 
one time per week for the rest of their life and 
feels that this is the preferrable form of treat- 
ment for leukemia. He can treat them for as 
long as five years, one time a week, with no 
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detrimental results. Radioactive phosphorus has 
the same effect as total body radiation but it 
has no advantages and some very definite dis- 
advantages. 

Alfred A. Gellhorn, M. D. 

Chemotherapy of chronic leukemia — he feels 
that he can obtain the same end as radiation 
therapy. Winthrobe has converted to chemo- 
therapy agents for his chronic leukemias. CV 
1348 of the Mustard family is best for chronic 
lymphatic leukemia. He treats the symptomatic 
only and ignores the asymptomatic other than 
following them. This drug has the danger of 
elevating the uric acid in the blood and they 
are on relatively forced fluids. It can be given 
by mouth. There is no nausea or vomiting. In 
18 patients he has obtained three excellent re- 
sults, 8 good results on an objective basis, only 
8 good results on a subjective basis and in 9 
no results. 

Myleran is a splendid drug for a chronic 
myelogenous leukemia. Give 10 mgms. daily. 
You can get some hematopoetic depression. De- 
pending upon the series studied the effective- 
ness of the drug is as follows: 

% remissions 
duration of 


remission 
19 cases 74 0.21 months 
11 cases 84 0-19 months 
11 cases 100 2-21 months 
21 cases 81 0-48 months 


The source of the above drugs are all by 
Burroughs Wellcome. 

It has been brought out that steroids may 
actually accelerate the acute myelogenous leu- 
kemia but at times they have obtained remis- 
sions. 


EVALUATION OF RECENT TREATMENT 
OF CANCER OF STOMACH 
Leo G. Rigler, M. D. 

He believes there is a factor as biological 
predestinationism. It is noted that five year 
cures have shown a very definite increase with- 
in recent years. This is particularly true if the 
lesion is 5 cms. or less; and the rate of cure 
of the lesions that are only 1 cm. in diameter 
is showing a definite improvement. They are 
now studying the asymptomatic patient and with- 
in recent years have noted the 5 year cure rate to 
go up from 5 to 12%. The prime change in 
treatment is that they are now operating upon 
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a greater number of small lesions. These small 
lesions are obtained by doing GI series on all 
patients with a gastric acidity of less than 20 
units. They also check their pernicious anemia 
patients closely by doing a gastrointestinal series 
twice a year. It is his belief that the benign 
tumors or polyps may be precursors of carcinoma 
although he has seen some cases where the 
benign lession has remained in place for many, 
many years. 
Number of 
patients 
Polyps 
Carcinoma 
Achlorhydria 1399 47-3.4% 12-.9% 
Hypochlorhydria 
or less than 20 
units of acidity 271 3-1.1% 2-.7% 
Pernicious Anemia 77 5-6.5% 4-5.2% 

It is to be noted that the above figures are 
obtained in asymptomatic patients. Again con- 
sidering 18 patients that were operated upon 
in this asymptomatic group, at the time surgery 
was performed there was a lymph node involve- 
ment in 9 cases and no lymph node involve- 
ment in 9 cases. It is his belief that the group 
with no evidence of lymph node metastasis 
have a 50 to 60% chance for a five year cure. 

They have found that of the asymptomatic 
patients %rds will have negative nodes. Those 
with mild symptoms, %rds will have negative 
nodes and those with frank symptoms all will 
have positive nodes and with positive nodes 
the chance for cure is very little. 

In considering 900 cases of gastro-intestinal 
series, 866 of them with carcinoma of the 
stomach and symptomatic, 16% of them had 
negative nodes. However, of 41 cases where 
they had done a normal GI series and then 
developed a positive finding on a second GI 
series, in more than 6 months or less than 4 
years, they found that 95% of this group of 
41 cases were operable and 51% had negative 
lymph nodes. He believes that if early cases 
can be obtained one can anticipate a 26% cure 
rate. 

Alexander Brunschwig, M. D. 

Feels there is entirely too great a defeatist 
attitude with reference to those patients that 
have advanced malignancy. The first gastric re- 
section was performed by Billroth in 1881. 
Brunschwig has a number of cases where he 
has had 11 year cures for apparently a totally 
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inoperative case. He does a total gastrectomy 
only if the lesion is very high. He has found 
that the low lesions in the stomach extend 
anteriorly and posteriorly. Therefore you must 
clean off the celiac axis, frequently take along 
the pancreas and at times the transverse colon. 
It is his belief that resection of neighboring 
viscera or excision of neighboring viscera where 
they are involved by invasion is totally justified. 
It is bad surgery to seperate by blunt dissection 
organs that have become adherent to each 
other and then to take a frozen section, for this 
is not emcompassing the growth. It is necessary 
to get around the growth. 

If one is willing to operate on recurrent car- 
cinoma of the stomach, palliation is possible. 
Cure is not. One can only expect several months 
more survival for that individual. 

In a review of cases, particularly extensive 
gynecological procedures, they have found 
where extensive surgery was performed then 
flushed the abdominal cavity with saline, col- 
lected the saline, spinning it down, they have 
found malignant cells or clumps of malignant 
cells in at least 50% of the cases. Many of 
these potential transplants do not grow. 

In treatment of carcinoma of the pancreas 
Dr. Brunschwig again believes that there is 
entirely too great a defeatist attitude in the 
United States. The initial procedure advocated 
by Whipple in 1935 was extended somewhat 
by Brunschwig in 1937. He does not believe 
that this procedure is limited to carcinoma of 
the Ampulla, but that it is applicable to car- 
cinoma of the head of the pancreas. He is 
totally incapable of separating the two at the 
time of surgery. He does not advocate biopsy 
of the pancreas, too often it is diagnostic of 
pancreatitis only, a problem that is really just 
in conjunction with the malignancy. He en- 
courages resection for ampular lesions, lesions 
of the head of the pancreas, and lesions of the 
bile ducts. He does not implant the pancreas. 
He feels that man does not need pancreatic 
juice. There will be a pancreatic fistula for a 
short period of time and then it will close 
off. Where necessary to give supplemental treat- 
ment for digestive factors he gives Pancreatin, 
8 to 4 teaspoons full tid, pe. In a review of 
the literature he has found 26 cases that have 
survived five years or more after pancreatico- 
duodenal extensive surgery and over % of 
these had the primary lesion in the head of the 
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pancreas. 
Discussion 

Dr. Rigler in discussing ulcers of the stomach 
feels that in 96 to 98% of the ulcers that do 
not obviously show a tumor, where one is 
wondering whether this ulcer is benign or ma- 
lignant, in 96 to 98% of these cases the lesion 
will be benign and you are more likely to error 
in calling it carcinoma needlessly rather than 
calling it malignant when it is benign. He has 
found that the ulcero-carcinoma group may im- 
prove symptomatically but the x-ray findings 
do not subside on medical management. So this 
group, check by x-rays in 3 weeks for regres- 
sion. 

Dr. Brunschwig operates upon the gastric 
ulcer with achlorhydria immediately. He has 
found that acinar tissue will athrophy after 
ligating the pancreas at the site of resection 
but the patient does not become a diabetic. He 
has had little experience with exfoliative cys- 
tology in carcinoma of the stomach. If the 
hepatic artery is cut relatively low and ligation 
carried out, anastamosis is usually satisfactory 
and no difficulty develops. However, if there 
is a relatively high ligation and Anastomotic 
channels will not develop the results can be 
quite dire. 

CANCER OF SKIN 
Juan del Regato, M. D. 

This was a discussion entirely from the view 
of the Radiologist and not of the Dermatologist 
or Surgeon. This is the most frequent form 
of cancer. 97% of it occurs from the collar up 
or from the cuffs down; three percent over 
the remainder of the body. Farmers develop 
the lesions usually not before their late 30s 
and in sailors it is likely to occur slightly 
earlier. No discussion was given to the melanoma 
which is the domain of surgery entirely. Cancer 
of the lower extremities is usually secondary 
to scars as from burns. There certainly is a 
predisposition in the blonde and redhead to 
malignancies of the skin. 

Types of cancer are basal cell, squamous cell 
and adenocarcinoma. The latter is rare. Usually 
occurs in the scalp or in the axilla and should 
be treated with surgery. Carcinoma on the 
basis of the scar is usually or almost invariably 
squamous cell CA. Carcinoma around the eye- 
lid, the alae of the nose or the skin around the 
lips is 90% basal cell CA. Carcinoma on the 
back of the hands is 90% squamous in type. 
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Most of the skin carcinomas are relatively be- 
nign in their course and death seems to only 
occur in those cases where there has been treat- 
ment that has been inadequate. He biopsies 
all cases prior to treatment and does not feel 
that he alters his treatment particularly in 
relation to the various types of tumor pathology 
encountered. 

Zine chloride paste, of course, has been used. 
It is primarily used by quacks. Electrocoagula- 
tion is used but it is not proper for it modifies 
the specimen and one cannot get an adequate 
and complete diagnosis. The primary advantages 
of surgery are that it is expedient, leaves little 
scar and you get a good check pathologically. 
Radiotherapy at times, however, will leave a 
lesser scar. Where the lesion is small the biopsy 
excision is the treatment of choice. The alae of 
the nose, the ear, the eyelid have less scar 
with radiation and so irradiation is recommended 
for this group. Radium therapy can do nothing 
that roentgen therapy has not done and he 
strongly recommends fractionated radiotherapy, 
particularly around the eyes. It is obvious that 
surgery is better than bad radiotherapy. He 
has found his percentage of cures quite high 
with few patients lost and those lost are due 
to squamous cell carcinoma. He is strongly of 
the belief that no matter how extensive the 
basal cell carcinoma, it is curable by irradia- 
tion. In the early decades of life the numbers 
of basal cell carcinoma exceeds squamous cell. 
This has a reversal in the later decades of life 
when the squamous cell is the more frequent. 
Three out of four of the people involved are 
men. When the women do develop it they are 
a little more inclined to have it earlier in life. 
For the dorsum of the hand he recommends 
excision and grafting. 

Almost all of the lesions of the lower leg 
will drain to the inguinal or femoral area, the 
popliteal are draining fundamentally to the 
heel. 


Site Male Female 
8 1 

Ears 85% 15% 
Forhead 43% 57% 
Eyelids 69% 31% 
Alae of the nose 65% 35% 
Cheek 

Preauricular 87% 22% 


Anterior 78% 22% 
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In considering 1500 basal cell carcinomas 
97% of them occurred in the exposed areas. 

In vasion of the cartilage by carcinoma is 
not a contra-indication to radiation therapy. He 
uses fractionated treatment, possibly giving it 
daily over a six weeks period. He does not 
obtain a cataract by the use of fractionated 
roentgen therapy as is so frequently the result 
with radium therapy. The posterior aspect of 
the ear is usually a basal cell carcinoma where 
the anterior aspect is a squamous cell. 

In considering 800 cases of basal cell car- 
cinoma treated with roentgen therapy they had 
60 recurrences; all of them responded to ad- 
ditional therapy. He has found an incidence 
of squamous carcinoma of the skin having a 
metastatic rate of about 12% in contrast to 
the increased rate of metastasis to be noted 
in squamous cell at other sites, such as the 
tongue where the metastatic rate is about 66%. 

Dr. Portmann recommended the consideration 
of contact irradiation in these various malig- 
nancies with a high rate of exposure but low 
absorption. He did not agree with Dr. Regato 
on lesions of the ear, strongly recommending 
that they be removed surgically for fear of 
a perichondritis. 


REVIEW REPORT OF AMERICAN 
CANCER SOCIETY 


Brewster S. Miller, M. D. 


Dr. Miller brought out the following factors: 
Carcinoma is now claiming about 230,000 lives 
per year. It is the second greatest cause of 
death, rising from a position of 8th in 1900. 
Of our present population in the United States, 
40,000,000 can anticipate that they will contract 
some form of cancer in time. That is one in 
four. Of the patients that do get a cancer, 1 
will be satisfactorily treated, 2 will die and 1 
will die that could have been saved. 

25% Cancer of the Cervix is now cured, 
80% should be by early detection. 

5% Cancer of the Lung is now cured, 50% 
should be by routine chest examinations. 

35% Cancer of the Breast is now cured, 70% 
should be by regular examination. 

13% of cancer of the rectum is now cured, 
70% should be by regular digital and procto- 
scopic examination. 

35% of Cancer of the Oral cavity is now 
cured, 65% should be cured. 
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85% Cancer of the skin is now cured, 98% 
should be. 

The income of the American Cancer Society 
last year was $24,000,000. 25% of this was de- 
voted to research or $6,000.000. 12% was de- 
voted to the National Office, or $2,880,000. 3% 
was given to medical grants and fellowships 
or $720,000. 60% remains to be used locally 
or $14,400,000. 

In breast lesions that are less than 2 cms. 
75% had a five year survival. In patients seen 
by Dr. Haageson he has found that 27% were 
given wrong advice by their local doctor and 
satisfactory or proper treatment was delayed 
for this reason. 22% of patients who came with 
carcinoma of the rectum had had previous sur- 
gery for hemorrhoids and proctoscopic had not 
been done. 

They now have 22 films available, Kinescopes, 
available through the American Cancer Society 
which run 29 to 52 minutes each and are a 
course in cancer therapy in themselves. 

Present Research has shown that if both 
parents in. mice are cancer susceptible 85% of 
the offspring will develop cancer. If one of 
the parents was cancer susceptible and the other 
with a normal resistance, only 10% of the off- 
spring will have cancer. Or, if both of the 
parents are cancer susceptible and the offspring 
are removed to a nursing mother, that is a 
nursing foster mother, only 10% will develop 
cancer. This milk factor that apparently seems 
to be present under the electronic microscope 
appears to be a virrus. If the ovaries are re- 
moved in the cancer susceptible mice very 
early, 835% do get cancer. Therefore it seems 
that the ovarian hormone does play a role. 

We are developing what may be called a 
vertical epidemic of cancer in contrast to our 
usual consideration of a horizontal epidemic of 
any of the infectious diseases. 

Over 500 chemical coal tar dyes have been 
found to be carcinogenic. One of the prime 
ones, the methycholantrene group is definitely 
related chemically to the male and female sex 
hormones. 

In a Memphis screen of 70,000 females in a 
study of exfoliative cystology for carcinoma of 
the cervix they found it advisable to do 10,076 
biopsies; 282 intra-epithelial carcinomas were 
found, an incidence rate of 26%; of the biopsies 
performed they found invasive malignancies in 
245 or 22%. 
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Dr. Meigs of Boston has been considering 
the Sensitization Response. With a good Sensi- 
tization Response in cancer of the cervix treated 
by radiation they anticipate and have found 
they can obtain a 66% 5 year cure. With a poor 
Sensitization Response and radiation treatment 
they are getting only an 18% five year cure. 
If those with a poor SR are treated surgically 
they are getting a 59% 3 year cure and with 
a good RS only a 29% surgical three year cure. 

He believes strongly that achlorhydria is an 
index for upper GI series, and he strongly 
recommends the use of a gastric balloon with 
a silk net around it to obtain exfoliative cyst- 
ology of the questionable gastric carcinoma. 

Cancer kills more children of school age than 
any other disease. It will strike two out of three 
homes. During the past few years the Cancer 
Society has been able to meet only about 3rds 
of the needs of the researchers involved. 
PSYCHIATRIC ASPECTS OF MALIGNANT 

DISEASES 
Alfred A. Gellhorn, M. D. 

He has been impressed by the relative rarity 
of true psychosis in the patient with a ma- 
lignant disease. He reports Robins work in the 
delay of consultation for obvious skin or sub- 
cutaneous lesions noted in a group of patients. 
It was rather remarkable in that 66% of the 
physicians who had these lesions delayed ob- 
taining a consultation for 3 months while the 
lay public only 45% of them delayed for 3 
months. Therefore, having the patients well in- 
formed is not enough to get to the proper and 
early handling of malignances. This delay on 
the part of the patient in obtaining consulta- 
tion is not due to an indifference. It is an 
emotional attitude, and attempt to keep the 
world together by avoiding or ignoring. 

In considering the psychological problems of 
patients with incurable carcinoma he has found 
that the patient rarely asks for his specific 
diagnosis. They seem to “not want to discuss.” 

The type of response will vary. There is the 
patient who accepts the diagnosis and continues 
with little difference in modification of his 
routine. This makes up a small group of pa- 
tients. A much larger group have a regression 
from their adult patterns to a state of depend- 
ency, and this state of dependency is frequently 
turned to the physician. These patients will fre- 
quently rebel. There is an overt hostility and 
again this hostility is likely to be directed against 
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their doctor. This can only be tolerated for so 
long by the patient and he is then inclined 
to some form of substitution for these overt 
hostilities, such as impatience which is a rather 
thin disguise. Or, he may reject the physician 
and all MDs and turn to some cult or another 
group. Many have introspection with a de- 
velopment of blaming themself. This group, in 
some cases, becomes quite depressed and have 
suicidal tendencies. Or, the hostility may be 
expressed against the family rather than the 
MD. 

Our function as their doctors assumes two 
roles; first, we must be understanding and so 
can prevent this adverse phychiatric reaction 
in many cases. Most important, we cannot re- 
ject the patient. They must receive time, atten- 
tion and thoughtful care such as we would give 
to the patient who we can really help and treat. 
These patients can be helped but to do so 
necessitates attention, time and thoughtful care. 

Ian MacDonald, M. D. 

He immediately brought up the question of 
what to tell the patient who has carcinoma. He 
tries to évaluate the emotional status of the 
patient along the following lines: “Do they have 
the capacity to receive bad news? Do they 
need to know to properly adjust themselves or 
their affairs?” To obtain this knowledge neces- 
sitates the development of considerable rapport. 

He finds that in trying to evaluate patients 
along this line that they fundamenally fall 
into four groups: 

1. “The emotional sissy.” This makes up a 
small fraction of the patients who are incapable 
of knowing the truth and accomplishing an 
adjustment. They should not be told and it is 
to them that he does outright lying. 

2. At the other end of the scale there is the 
“tough guy”. They are frequently active, busy, 
impatient males. They have concern and ap- 
prehension but do not show it. He adopts the 
opposite extreme to the “emotional sissy”. Dr. 
MacDonald has found that he must use the 
brutal approach on many of these patients who 
are tough and frequently hostile characters 
forced into the office by their wives. He tells 
them as frankly as he can what his diagnosis 
is and what he feels must be done about it. 

8. The great majority fall into an intermediate 
group. To these he does not volunteer infor- 
mation and feels that the doctors should wait 
until questions are asked of him to present the 





May, 1956 


information and then judge what and how he 
should best present it. 

4. Finally, there is the patient with the “dis- 
arming front”. They are frequently “the 
charmers of the world”. They have a light wit. 
They state they want to know the exact truth 
and don’t really want to know the truth at all. 
They are the most difficult group to detect. 

The management of the patient prior to defi- 
nitive diagnosis and treatment presents some 
problems. You are in a phase when you do not 
know the diagnosis so it is folly to give them 
a hint of your suspicion. They must be told 
that an exact diagnosis cannot be made before 
microscopic examination of the tissue. He is 
inclined to tell them he believes it is not a 
cancer but includes malignancy in his discus- 
sion of a differential diagnosis. The patient 
must be properly prepared for major and at 
times mutilating surgery. Secondly, the doctor 
must protect himself medico-legally to perform 
these extensive procedures should such become 
necessary. One should delay, if possible, men- 
tion of radical procedure even going to the 
hospital the evening prior to surgery and going 
there as late as possible. 

In the postoperative patient some member 
of the family must know the entire and true 
status of the situation but he always gives the 
patient the most optimistic story possible. Do 
not give the paient any percentage statistics, 
but they may be given to the family, but the 
patient never desires to be known as a statistic. 

In handling the incurable cancer and dis- 
cussing it with the family he gives a range of 
prediction to prognosis but is never specific. 
Always leave a back door open for an unusual 
response or even that rare spontaneous control 
of a malignancy, for which we have no answer. 

You must keep doing something for these 
terminal carcinoma cases or the majority of the 
patients will go to a quack. If a course treat- 
ment is not pursued they will feel that they 
have been forsaken by their doctor. He uses 
steroids, typhoid vaccine, etc., etc. But, “never 
give the patient or the family the impression 
that you have closed the door.” When the very 
terminal phase is reached he strongly advocates 
“snow them under with sedatives and nar 
cotics. Do not transfuse in this phase and dk 
not give additional supportive help”. 

In discussing the advisability or necessity 0 
super radical surgery he feels that one mus 
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get a good evaluation of the psychic status of 
the patient and he filters out those patients 
who are incapable of tolerating and living with 
the mutilating procedures. 


Dr. C. H. Hardin Branch 

This was an extremely interesting paper and 
brought up many new and different concepts. 
He considered the possibility of emotional fac- 
tors playing a role in the production of cancer. 
Of course, he brought up the difficulty of 
psycho-psychiological reaction and while they 
may be true in one patient, they might not 
hold true in the second. Of course, there are 
the coincidental cases of carcinoma and a 
psychosis. In many patients-a demonstrable 
somatic illness and even a cancer, will help 
some of the psychotic patients. One should 
evaluate the cultural group that the patient 
comes from for some sick roles are quite ac- 
cepted in one cultural group and not at all 
acceptable in another. He brought up the 
thought that there may be some common central 
factor which may produce both the psychosis 
and carcinoma. 

It has been his observation that at times there 
seems to be an unconscious selection of the 
organ involved by the malignancy such as 
women with carcinona of the breast or cervix. 
He feels that in many cases these are patients 
who have had some difficulty in their feminine 
role. In a high percentage of cases they have 
had a child die in childhood or have had great 
responsibility thrown on them at a early age of 
handling children. 

In a consideration of the cancer phobe which 
Dr. Macdonald had mentioned as being a prob- 
lem also and after all, they can develop cancer 
too. He felt that at many times you could spot 
the cancer-phobe by asking them what they 
think of cancer. What would it do to them. 
Obviously this group of patients are usually in 
the hypochondriac group. They will examine 
themselves extremely and excessively. They will 
usually describe the malignancy as a rotting 
away in contrast to the patient with a ma- 
lignancy who will give you a specific complaint. 

He has found that diagnostic procedures in 
themselves can be extremely traumatic. 

Frequently patients will infer and use terms 
of which they have no understanding and give 
you a misconception of their knowledge of their 
exact status. 

He brought up an unusual factor in “the 
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emotional involvement of the physician.” We 
have tended to ignore the fact that most phy- 
sicians have their own neuroses. The doctor in 
himself tends to be an obsessive-compulsive 
neurotic, a neuroses that is characterized by re- 
peating procedures or doing something about 
it. Therefore, since most medics are of this 
emotional makeup plus a work that demands 
“doing something about it”, the doctor himself 
can become quite frustrated when he can do 
nothing and it may lead to a rejection of the 
patient with incurable cancer, and they are a 
group that need help. 

The psychiatrist has no gadgets to interpose 
between himself and the patient. Fortunately 
the surgeons and other physicians usually have. 
However, these incurable malignancy patients 
depend upon your personality and not by the 
interposition of gadgets. If the gadget will help, 
all right, but your personality will have to be 
the factor to carry the patient. The patient is 
depending upon this relationship between two 
human beings to meet their needs. 

They carried on a study of 48 patients with 
malignancy as to what these cancer patients 
feel. 39 of the 48 knew what they had and so 
expressed it. 9 denied that they had any illness 
at all. They justified their admission to the 
hospital by stating they needed to rest, were 
in for arthritis, etc., etc. Some quoted a marked 
depression and fear, distrusting not only their 
own doctor but all doctors. This latter group 
of 9 pictured malignancy as dirty, nasty, spider 
like and thought in some way or another sin 
was associated with it. 

What do these patients fear? They do not 
fear death. “They fear dying,” to be lonely, 
hurting, incapacitated, isolated. Since they fear 
these factors, they are the factors to handle 
in helping the terminal malignancy. 

For all of these patients you must keep your 
lines of communication open. Tell them what 
you know, that you will help them all along 
the way. If the word cancer is used be sure 
the patient knows what it really means and 
not an association with sin. These patients are 
quite aware of the problem. Suddenly in a 
family where their complaints have been ig- 
nored they are given every consideration as 
to the “extra cup of coffee”, etc. They will 
realize the situation so you must tell them and 
have an understanding attitude. “Tell them what 
the score is and don't let the patient be lonely.” 














THE AMERICAN COLLEGE 
OF PHYSICIANS 


The American College of Physicians held its 
Thirty-seventh Annual Session at Los Angeles, 
Calif., April 16-20, 1956, with a gross registra- 
tion of over 4,500. Dr. Walter L. Palmer, of 
Chicago, was inducted as President. Other of- 
ficers elected were: Dr. Richard A. Kern, Phila- 
delphia, Pa.» President-Elect; Dr. Chester N. 
Jones, Boston, Mass., First Vice President; Dr. 
George H. Anderson, Spokane, Wash., Second 
Vice President; Dr. Truman G. Schnabel, Sr., 
Philadelphia, Pa., Third Vice President; Dr. 
Wallace M. Yater, Washington D.C., Secretary- 
General. Dr. William D. Stroud, Philadelphia, 


Pa., was re-elected Treasurer. 


A list of new elections to membership that took 
place at the Session is enclosed. Fellows are 
indicated in FULL CAPITALS; Associates (Jun- 
ior Members) are indicated in Lower Case. 


ARIZONA 

Donald King Buffmire — Phoenix 
John Francis Currin — Flagstaff 
Louis Glanz Jekel — Phoenix 
MARCY LEE SUSSMAN — Phoenix 

The 1957 Annual Session will be held at Bos- 
ton, Mass., April 8-12; the 1958 Annual Session 
will be held at Atlantic City, N. J., April 28- 
May 2. 


The TRAINING SCHOOL at 
VINELAND, NEW JERSEY 


For Retarded and Slow-Learning Children — 
Established in 1888 as the “Village of Hap- 
piness”; for boys and girls, all ages. Academic, 
vocational, social training; wide recreation; 
cottage living; medical, psychiatric, psychologic 
services. Year-round program. Special Sum- 
mer Program. Internationally known research 
center. 





Write Director, 


The TRAINING SCHOOL at 
VINELAND, NEW JERSEY 
Phone 7-0021 
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RADIUM 


(Including Radium Applicators) 
FOR ALL MEDICAL PURPOSES 
Est. 1919 
Quincy X-Ray and Radium Laboratories 
(Owned and Directed by a Physician-Radiologist) 


Harold Swanberg, B. S., M. D., Director 


W. C. U. Bldg. Quincy, Illinois 








PHONE: AL 3-2880 


EICHENAUER 
NUTRITION CENTER 


Arizona’s Most Complete Service Institution 
Devoted To Nutrition — Established 1938 
SALT-FREE & ALLERGY FOODS 
DIEBETIC FOODS & SPECIALTIES 
FRESH FRUIT & VEGETABLES JUICES 
ALSO COMPLETE LINE OF 


Wm. T. Thompson Co. 


STANDARDIZED VITAMINS — 
Every Vitamin For Every Need 
18 S. Central 








DRIVE-IN PRESCRIPTION WINDOW 


PEOPLE’S DRUG STORE 


111 E. Dunlap 
WE 38-9152 — WI 3-9964 














TEMPE CLINIC-HOSPITAL 


25 West Eighth Street 


TEMPE, ARIZONA 




















THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 
write to 
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321 Heard Bldg. 
Phone ALpine 2-4884 
PHOENIX, ARIZONA 









MAIL ORDERS FILLED 
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BOOK REVIEWS 


NEW AND NONOFFICIAN REMEDIES, issued under the di- 
Chemistry of the American Medical Association, 1955, pub- 
lished by J. B. Lippincott Company, East Washington Square, 
rection and supervision of the Council on Pharmacy and 
Philadelphia 5, Pennsylvania. Price $3.35. 


Tee very valuable volume is too well known 
among the medical profession to require much 
comment. Year by year changes are made in 
the make-up of this book in keeping with the 
changing needs of medicine. This is the last 
issue of this book in which brand names of drugs 
will be listed. The bibliography of unaccepted 
products has been dropped and will not be found 
in this issue. Also, the physician may miss what EVERY WOMAN 
was formerly Section B of this book entitled 
“Tests and Standards for N.N.R.” The subject 
matter consists entirely of what was formerly WHO SUFFERS 
Section A of this publication. Section B is now 
being published separately and is available for 
those whose interest includes it. IN THE 
The basic purpose of this volume, I think, is 
expressed in these words found in its Preface, 
“N.N.R. provides the physician with such in- MENOPAUSE 
formation concerning the actions, usage, limi- 
tations and dosage of relatively new drugs as 


will promote the practice of rational therapeu- DESERVES 


tics.” 


“PREMARIN: 


“,.. WHEN CONTINUOUS 


widely used 


DIURESIS IS MANDATORY TO 
CONTROL HEART FAILURE, natural, oral 
NEOHYDRIN estrogen 
BECOMES THE SUPERIOR 

[ORAL] AGENT, SINCE THIS 

COMPOUND CONTINUES TO 

PRODUCE DIURESIS WHEN 

ADMINISTERED DAILY“* 


*Moyer, J. H., and Hughes, W. M.: 
J. Chron. Dis. 2:678, 1955. AYERST LABORATORIES 


New York, N.Y. ¢ Montreal, Canada 
5645 
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W. WARNER WATKINS, M.D. 
W 1883 — 1956 


ARNER WATKINS was born in Keysville, Virginia, October 30, 1883, and died in Phoenix, 
Arizona, April 10, 1956. 

He graduated from the Virginia Medical College May 15, 1906. Inadequate finances, at least 
partly due to the death of his father in his last year of school, forced him to abandon plans to 
study surgery under the great J. Shelton Horsley. Instead he came to Arizona, following his 
brother who had been a health-seeker. 

After being licensed by the Territory on June 15, 1906 he reported on July 1 to the mining 
camp at Metcalf, Arizona. Having had no internship (none was required) he had much to learn 
by practice, and undoubtedly, had many “interesting experiences” such as having to set the first 
bad fracture he had ever seen. 

On October 1, 1907 he set up practice in Phoenix. In 1911 he became medical director of St. 
Luke’s Hospital and there opened the first clinical and x-ray laboratory in the state. Thus he 
became the real pioneer in Arizona in laboratory work. In 1914 he opened a private laboratory in 
the Goodrich Building — this was the famous Pathological Laboratory, precursor of two of Phoenix’ 
present laboratories. His interests in radiology grew so that in 1917 Dr. H. P. Mills was brought 
in to the laboratory as pathologist allowing Warner to devote full time to radiology. In the 1920’s 
he organized radiological and pathological laboratories in St. Joseph’s Hospital and the Good 
Samaritan Hospital. 

Other medical accomplishments of this great friend of ours were (1) research work on leucocytes 
in tuberculosis, (2) use of complement fixation tests in tuberculosis, (3) induction of the first ar- 
tificial pneumothorax used in tuberculosis in Arizona (1912), (4) performance of Wassermann tests 
on all inmates at the State Prison and at the State Hospital (25% positive), and (5) examination 
of draftees in World War I by x-ray and fluoroscopy. From this last procedure, due to poor pro- 
tection in those days, radiation damage ensued leading to the loss of five fingers by Warner in 
his later years. 

Active participation in medical organizations consumed a large part of Watkins’ time almost 
from the day he arrived in Arizona. In 1908 he helped in the reorganization of the Maricopa 
County Medical Society, being a member of this organization throughout the years and serving 
at various times as its president and as its secretary. 

The Arizona Medical Association has likewise had the benefit of his membership and counsel from 
the early days. He served this organization as secretary in 1912 and 1913, and again in 1941 to 
1943, and as president in 1918 and 1919. 

In 1914 he became a charter member of the Medical and Surgical Association of the Southwest, 
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an organization which later became the Southwestern Medical Association. He served this group 
as vice-president in 1919, as president in 1920, and as secretary from 1924 to 1935. 

In 1912 he aided in the organization of the Arizona Association for the Study and Prevention 
of Tuberculosis, a group which is now known as the Arizona Tuberculosis and Health Association. 
He served as its president in 1914 and as its treasurer for some 25 years. 

Local and regional organizations did not, however, consume all of his time and effort for he 
was also active and prominent in a number of national organizations. 

He became a Fellow of the American College of Physicians in 1921 and a Life Member in 1944, 
and served as its Governor for Arizona for 10 years. He had been a member of the American 
Association for the Advancement of Science since 1919 and actively participated in the forma- 
tion of the Southwestern Division of that organization. In 1915 he became a member of the Amer- 
ican Roentgen Ray Society, and from 1921 to 1923 he served that organization as its secretary and 
as a member of the Council. 

He had been a member of the Radiological Society of North America since 1920, serving two 
terms as vice-president. 

In 1923 he became one of the 50 charter members of the American College of Radiology, and 
a member of its first Board of Chancellors. 

As part of his activities in various medical organizations, he contributed numerous scientific 
writings and served in an editorial capacity on a number of Medical periodicals. He produced more 
than 75 papers for publication, most of which were, in his early career, concerned with studies on 
tuberculosis, and after about 1915, with aspects of Roentgenology. 

His assignments to editorial staffs were numerous. He served as editor of the Arizona Medical 
Journal from 1912 to 1916. In 1922 the Arizona Medical Journal merged with Southwest Medicine 
(taking the name of the latter) and Watkins became editor-in-chief of the combined journal, a 
position he held until 1935. He also served one time on the editorial board of Radiology. 

One of his “babies” was the Phoenix Clinical Club which he organized in 1929. This is a group 
of practicing physicians of Phoenix and the neigboring towns who meet weekly for lunch and a 
discussion of medical problems — Warner called it “anti-rust”. He had been president of this 
group from its beginning, and remained its inspiring leader to the end. 

Church work and community service were an outstanding part of Warner’s life. 

He joined the First Baptist Church of Phoenix in 1907 and had been a pillar of the organization 
ever since, having served in nearly every capacity at one time or another throughout the years. 
Also he served as president of the state organization of the Baptist churches and on the General 
Council of the Northern Baptist convention for two three-year terms. At the end he was president 
of the Board of Education and Publication of the American Baptist Convention. He wrote one of 
the Church School texts for the Senior Department of the Judson Press Series, entitled “The 
Christian Philosophy of Life” which is used by the American Baptist Churches. 

His community service activities have been numerous. For many years he served on the Board 
of Directors of the Y.M.C.A. and for two years he served as its president. 

For some 20 years he was active on the Board of Directors of the Social Service Center. 
For five years he was a member of the Board of Directors of the Urban League. 
During the many years he was active on the Board of Directors of the Cook Christian Training 
School for Indians he served five years as president. 
In 1923 he helped in organizing and became a Charter Member of the Phoenix Lions Club, serving 
as its president in 1928. 
And during all that time he was active in the practice of his chosen profession. 
+ - . 


“Lives of great men all remind us 
We can make our lives sublime, 
And departing leave behind us 
Footprints on the sands of time.” 
It is possible that some of the younger doctors of Arizona — those who have come within the last 
10 years — may not have been “exposed” to the charm of our great friend Warner. For these I am 
sorry. For us old timers nothing can be said well enough to describe adequately our feeling to- 
ward him. He was our friend, true and fast. He was a good doctor. He was a good citizen. He 
was an outstanding Christian gentleman. He was a great man. 
In contemplating the life and career of Warner Watkins 
“Let us then be up and doing, 
With a heart for any fate; 
Still achieving, still pursuing, 
Learn to labor and to wait.” 
L. G. J. 

















HISTORY 


= WITHERS ALLEN was born Oc- 
tober 9, 1873 in Callao, Macon County, Mis- 
souri. Son of pioneer parents, Francis Withers 
Allen, Sr. and Amanda Malvina Pearl. He 
died February 16, 1956. 

His father homesteaded near Callao. He 
made this homestead into a prosperous farm 
where the four Allen boys and one adopted 
sister grew up. 

Allen Senior was a teacher in his early life 
having graduated from Bethany College in 
year 1855. After the Civil War caused his 
school to close, he went to St. Louis and 
studied medicine. He practiced in Missouri 
until his death in 1906. 

Francis Withers Junior was not strong as a 
child and was unable to attend school until 
he was eight years old. Although he could 
not take part in the more strenuous activities 
on the farm, his father believed in training 
his sons to work and know how to manage 
the farm. Francis was always interested in 
medicine and often helped his father, who at 
that time prepared many of the medicines he 
used in his practice in the home. Francis 
Junior also liked to work with the stock and 
other animals on the farm, treating them when 
they were sick and even performed autopsies 
when they died. 

After going as far as possible in the schools 
in the home community, he attended high 
school in Moberly, Missouri for two years. 
He went from Moberly to the University of 
Missouri Medical School where he graduated 
in 1898. Young Francis then interned in the 
Women’s Hospital in St. Louis, Missouri for 
one year. 

He started his first practice in Middle 
Grove, Missouri in 1900. While at Middle 
Grove he met Essie Pearl Boyd, and they 
were married October 30, 1901. In-1903, the 
Allen’s went to Chicago where Dr. Allen did 
post graduate work at Rush Medical School. 

The family then went to Springfield, Mis- 
souri where he practiced for three years. 

In 1906, young Francis went to Callao to 
assist his father in his practice, but was in 
Callao only three months when his father 
was stricken with pneumonia and died. The 
young Dr. Allen remained in Callao until! 
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1921 when suffering from asthma, he decided 
to go into the Indian service. Dr. Allen had a 
friend, Miss Fanny Sharp, a Presbyterian mis- 
sionary who was instrumental in his going 
into the Indian service and secured his first 
appointment to Fort Mohave. His first assign- 
ment with the Indian service at Fort Mohave, 
Arizona was for a period of six months. He 
then returned to Missouri, sold his holdings 
and returned West to a new station at Saca- 
ton, Arizona. After one year at Sacaton, Dr. 
Allen moved to Tucson in 1923 to provide 
the advantages of high school and the Uni- 
versity for his growing family. In Tucson, the 
Allen’s moved to 401 E. Speedway, which has 
been the family home since that time. 

In 1935, Dr. Allen was appointed to fill 
out the term of Dr. Huffman, a nephew of 
the late Dr. Ira E. Huffman, as County Phy- 
sician. He held the post of County Physician 
until April, 1945. At that time Tucson did 
not have the county medical facilities it now 
enjoys, although some patients were cared 
for at St. Mary’s and Southern Methodist 
Hospitals. Many of the cases were cared for 
in the patients’ homes. During his time in 
County work, Dr. Allen delivered hundreds 
of babies assisted by county-appointed nurses. 
Only emergency cases were taken to the hos- 
pital. 

Since returning to private practice in 1945, 
Dr. Allen delivered 3,360 babies, many of 
which, until 1954, were home deliveries. Since 
that time, he insisted that maternity patients 
go to the hospital. In March, 1948, Dr. Allen 
delivered 44 babies and seven of that number 
in one twenty-four hour period. All but three 
of these deliveries were made at the patient’s 
home. 

Dr. Allen delivered the second generation 
in many families and often he delivered both 
the parents of the new child. His office often 
got frantic calls asking if Dr. Allen had re- 
tired. After hearing that he was still practic- 
ing, the caller would inevitably say, “Oh, I 
heard he had. I am glad he hasn’t because he 
attended my mother when I was born and I 
want him to deliver my baby.” 

In 1948, Dr. Allen was among the first 
group of doctors in Arizona to receive 50 year 
plaques from the state medical association. 
In 1951, Dr. and Mrs. Allen celebrated their 
Golden Wedding Anniversary. 
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Dr. Allen was a lifetime member of the 
First Christian Church. He belongs to the 
Odd Fellows, K. of P. and Masonic bodies, 
having finished the higher degrees in Masonry 
in November with his son F. W. Boyd Allen, 
University of Arizona Alumni Secretary. He 
was also a member of the American Medical 
Association, as well as state and county medi- 
cal associations. 


He had not had much time for hobbies, al- 
though he enjoyed collecting old papers and 
books, especially anything pertaining to his 
family history. 

He was one of the old-school medical men 
known as the family doctor. Many come to 
him with burdens other than illness and after 
talking with him, were strengthened by his 
counsel. His keen sense of humor heartened 
many. 

Fifty-seven years of practice and over eight 
thousand babies later, Dr. Allen was still 
happy in his work, ready to enjoy all the ac- 
tivities going on around him and meet and 
make friends. When the subject of retirement 
came up, as it often did, he would say, “What 
would I do? I just would not be happy. I 
hope I will be blessed with health so that I 
can continue with my work for the rest of 
my years.” 

He often remarked that he felt that he had 
been especially blessed. Dr. and Mrs. Allen, 
also in her 80th year, have two sons and two 
daughters who have grown up, been educated 
in Tucson schools and the State University 
and are all married. The Allen have thirteen 
lovely grandchildren, all of them Arizonans 
except daughter Sue’s children. 


“Dr. Allen was mentioned for the AMA Gen- 
eral Practitioner Award during the year 1955.” 


NEWS ITEM 


Mr. J. W. Hedback reported at the April meet- 
ing of the Arizona Medical Association that 
the Ford Foundation is presenting $10,000,000 
to the American Medical Education Foundation. 
The funds are to be available on a matching 
basis. The matching plan to function on a slid- 
ing scale. For example, if $5,000.00 has been 
presented by an organization last year the Ford 
Foundation will match this with 70% of that 
total for the first year. Each succeeding year, 
over a five year period, the Ford Foundation 
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Auxiliary 


Yuma County Medical Auxiliaries 
Public Relations Report 


Gon main project this year is Audiometer Tests 
in the City and County Schools. Since there are 
so few working members we felt we could only 
do referrals from the teachers. To date we've 
done approximately 345 with 96 found defec- 
tive in some manner and referred to their pri- 
vate physicians. We have several outlying 
schools yet to be done. 

Since we formed the Future Nurses Club three 
years ago in High School the school has be- 
come so crowded they have cut their club meet- 
ings to once every two months, which makes 
progress rather slow. We're planning a tea for 
them in March to entertain their Mothers and 
hope we can keep their interest up in various 
manners, including First Aid Classes and help- 
ing at the hospital under a big sister plan or- 
ganized by the Nurses Association. They've 
been shown two films on nursing and are plan- 
ning a trip to Phoenix to visit the two training 
hospitals. This club has 22 members. 

Our Civil Defense Chairman is conducting 
a First Aid Class for anyone that is interested, 
and we have 6 members that are doing Ground 
Observing. 

The Today’s Health is doing a terriffic job this 
year with 97 subscriptions. We've donated 17 
to schools 1 each to the Library and Hospital 
and 2 to Missionaries. 

We've collected $17.50 so far for the Am. Med. 
Ed. Found. by selling chances on door prizes 
at our meetings. 


Respectfully submitted, 


Marian L. Stanley 
Yuma County Public Relations Chr. 





percentage to be a lesser amount. However, on 
funds given in excess to gifts given in the past 
the Ford Foundation will match them dollar 
for dollar. No matching funds will be presented 
for gifts that are earmarked for a specific insti- 
tution, section or area as “The Western Com- 
pact States”. 
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FREE ENTERPRISE 

From the land of broad social programing and 
package health deals — comes a reminder that 
the pendulum swings — back. Our colleagues 
in California proposes a system of credits for 
professional services that allows for the personal 
character of the physician’s services and recog- 
nizes his ability and responsibility. 

14,000 physicians and surgeons in California 
consider California Medical Association Fee 
Schedule Guide. Thus this Association leads 
America’s physicians in ascribing to a return 


to rating. 
This is in line with Public opinion as every- 
where in our country patients — as a result 


of free choice of physician — rate their doctors 
as the leaders in their fields. 

“On with the old — off with the new — and 
welcome is the return to professional dignity. 
oO a oO 

WESTERN INTERSTATE COMMISSION 
FOR HIGHER EDUCATION, 
Norlin Library, Boulder, Colorado. 
WORKING TOGETHER IN THE WEST — 
WICHE — (annual report, 1955) outlines the 
development of the several Governor's Mental 
Health Research Committees. There are some 
copies of Dr. C. H. Hardin Branch’s speech 
available. New address: The Governor’s Ari- 
zona Mental Health Research Committee, Cap- 
itol Builidng, Phoenix, Arizona. 


° O — 


THE SALVATION ARMY, 631 North Seventh 
Avenue, Phoenix, Arizona. 

Those of us who have our roots in the mid- 
west are some relieved by reports such as the 
following: 

“Telephone call to Salvation Army Western 
Territorial Headquarters from tornado disaster 
are (Chicago, Illinois) by Salvation Army Of- 
ficer, Lt. Colonel Arthur Cass, discloses nearly 
100 Salvation Army Officers plus workers and 
volunteers have set up feeding stations, emer- 
gency shelters, communication centers for relay- 
ing messages to anxious friends and relatives 
and are supplying material aid and spiritual 
comfort to disaster victims. Among others, they 





are serving the following towns: Berlin, Wis- 
consin, Hudsonville, Michigan; Standale, Michi- 
gan; Leonard Heights, Michigan; Comstock 
Park, Michigan; and Drumright, Oklahoma.” 
oS o a 
ARIZONA SOCIETY FOR CRIPPLED 
CHILDREN AND ADULTS, INC., 208 Arizona 
Title Building, Phoenix, Arizona. 

Announcement of the third annual special 
summer program for physically handicapped 
children at Prescott from June 1 through July 
3 has been made by the Arizona Society for 
Crippled Children and Adults. 

The staff will consist of consultants in ortho- 
pedics, neurology and psychology; registered 
physical and occupational therapists, and a certi- 
fied speech therapist and a classroom teacher. 
Treatment measures will be administered by 
prescription of referring and consultant phy- 
sicians. 

Primary purpose of this Easter Seal service 
is rehabilitation, with emphasis in three areas: 

A. Concentrated prescribed therapy and 

treatment 

1. Physical therapy 

2. Occupational therapy 

3. Speech therapy 

4. Social guidance through classroom 
experience and supervised play 

B. Parent education and training 

(Lectures, guest speakers, staff 
consultation, films, reading materials, etc. ) 

C. Modified camping experiences for children 

(Cook-outs, picnics, camp-outs, etc. ) 
THE EDUCATION WORKSHOP is to be of- 
fered again this summer at Arizona State College 
at Flagstaff in cooperation with the Arizona 
Society for Crippled Children and Adults. 

The graduate credit course, offered during 
the second summer session at the College, July 
16 to August 17, is designed to equip the class- 
room teacher to meet the needs and the problems 
of handicapped children. The speech clinic will 
actually work with children who have speech 
and hearing difficulties, in addition to providing 
therapy for the children. 
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All the benefits of prednisone 







and 


Prednisone Buffered 


and prednisolone 
plus positive antacid 
action to minimize 
gastric distress 





Multiple Compressed Tablets of ‘Co-DELTRa’ 
and ‘Co-Hypettra’ are designed to help the 
physician cope with the problem of gastric dis- 
tress which might otherwise become an obstacle 
to therapy with the newer steroids prednisone 
and prednisolone. Each Multiple Compressed 
Tablet is specifically formulated as a “tablet 
within a tablet” to provide stability and to re- 
lease in sequence antacid and anti-inflammatory 
components. 


"GO-Hydebttra ,cocssione surerse 


Philadelphia 1, Pa. 
Division oF Merckx & Co., INc. 





Supplied: Multiple Compressed Tablets of 
*Co-Dettra’ and *Co-HyDELTRA’, each contain- 
ing 5 mg. prednisone or prednisolone, 300 mg. of 
dried aluminum hydroxide gel, U.S.P., and 50 
mg. of magnesium trisilicate, U.S.P., bottles -of 
30 tablets. 

*Co-Dettra’ and ‘Co-Hypettra’ 

are the trademarks of Merckx & Co., INc. 


MuLTIPLe 
ComPRESSED 
TABLETS 
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FREE One-Hour VALIDATED PARKING 
For Patients 


gy 
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The Southwest's Foremost 
MEDICAL-DENTAL CENTER 


to Ot tt dd ht 











Dentists (D.D.S.) 
General Dentistry 
Baker, William A... .AL 3-8529 
. AL 2-7572 

AL 4-2345 

. AL 4-1211 

... AL 3-6603 

. .AL 3-1866 

AL 4-2345 


AL 8-3142 
Miller, Eugene H. p 
Pafford, Ernest, % és 
Pafford, = 
Scott, E. 
Sitkin, Frank L. 
Smith, Franklin R. 
Spillane, L. O. . 
Steninger, Milo Cc. 
Voorhees, Joseph P.. 
Oral Surgery 
Bairo, Louis P. ....AL 3-9942 
Borah, Charles E. ...AL 3-7414 
Peterson, Ralph G. . .AL 2-6313 
Stallceup, L. . .AL 4-3675 


Orthodontists 
{onsen Albert J. 
offat, Richard P. . 
Periodontists 
Burke, Wm. ee 
Creamer, R. . AL 3-65: 
McGuire, Vaue S...AL 36718 
Physicians & Surgeons (“.D.) 
Cardio-Respiratory Diseases 
Randolph, Howell ..AL 4-3146 
Dermatology 
Mackoff, Sam M. iy. AL seers 
Medigovich, D. V. AL 3-6617 
Endocrinology 
Raddin, Joseph B...AL 2-3577 
Eye, Ear, Nose & Throat 


L 8-3320 


AL 3-2327 
. AL 4-1322 


. AL S-sese 


Gaskins, James L. “AL 4-2841 


Phone Room 


1020 
817 


pass 








A modern, streamlined structure . 
heart of the downtown shopping district . 
attracts patients from every point of the com- 
immediately accessible to banks, 
stores, legal firms, theaters and restaurants 
. adjacent to all transportation facilities . . 

one of the best known landmarks in the Valley 
of the Sun! 


MONROE AT CENTRAL 


. in the 


Free one-hour validated parking at VNB Car-Park, 
First St. and E. Van Buren, for patients. 


PROFESSIONAL BUILDING DIRECTORY 


AL 3-8209 
. AL 3-8209 

AL 3-5121 
AL 4-3341 


McCurdy, Gordon J.. 
Nelson, ® 
Reese, Forrest L. 
General Practice 
Barker, C. J., Jr. 
Barker, Robert D.. 
Cohen, — (S). 
Dysart, Palmer 
Felch, Harry J. 
(Ob.S.) 


. AL 3-2176 
AL 3-2176 

. AL 3-6797 
AL 4-8483 


AL 38-1151 
AL 3-2883 


AL 3-6509 
-AL 4-2174 


Hussong, 


5 
McKenna, J. F. (A). 
General ay 
Bate, Thomas . AL 4-3326 
Brewer, W. toon . .AL 3-4349 
Greer, Joseph M. ...AL 3-2240 
Hansbro, G. L. . AL 3-8559 
Ovens, J. M. (Tumor). AL 8-8074 
Ross Norman A. 

(Diag.) AL 3-8353 
Shumway, Ord L. ..AL 3-4349 
Internal Medicine 
Deitchman, Morris 

(Ca.) AL 2-1802 
Gatterdam, P A. ). AL 4-2174 
Hamer, J. D. (Ca)...AL 4-2174 
Hopkins. Doris F. (A). AL 4- 7509 
Kober, Leslie R. ... AL 44 -4153 
McKhann, Geo. G. L 4-8483 
Milloy, Frank J. ... Ar 2-0142 
Snyder, Bertram L. 

AL 4-2174 


(Chest) 
Swasey, Lloyd K. 

(Chest) AL 4-2174 
Obstetrics & Gynecology 
Barker, C. J., . AL 3-2176 
DePinto, Angus . AL 3-9112 
Smith, Gregory C...AL 3-9112 
Ophthalmology 
Aiello, John S. 
Burgess. Roy E. 
Franklin, He 


AL 3-8582 


605 
605 
1011 
1120 


710 
710 
1006 
1108 


705 
520 


Pediatric Surgery 

Cloud, Daniel T. ..AL 3- —_. 
Plastic & Reconstructive Surg 
Lawrence, Howard C..AL 84101. 
Proctology 

Jenkins, James T.....AL 2-2822 
Meyer, Wallace M...AL 2-2822 


Psychiatry & Neurology 

Barrett, Robert S....AL 3-1491 
Kow ilski, L. J AL 4-2850 
McGrath, Wm. Bede. . AL 3-5559 
Radiology & Pathology 

Foster, R. Lee AL 3-4105 
Kennedy, John . .AL 3-4105 
Watkins, W. W. AL 83-4105 
Thoracic Surgery 
Melick, Dermont W.. 


Urology 
Faulkner, James W.. 
Morrison, A. F. 


Other 


Arizona 
© n.orporation 
Laboratory of 
Clinical_ Medicine. 
McLeod Opti 
Company 
— "Professional 


. AL 4-3146 


. AL 8-6884 
. .AL 83-7209 


. AL 2-4798 
. AL 4-9881 
AL 2-9201 

AL 4-4151 


L 4-4406 
Professional Garage. . AL 4-4833 
Professional X-Ray & 
Clinical Lab. . .AL 3-4105 
— 4 pm 
AL 4-1801 
. AL 38-9561 


Smith. os CPA. 
Turner, F. Bernadette, 
Ph.D., Marriage & 

Family Counselor. . AL 3-0362 
Valley National Bank. AL 8-8711 


Valley National Co. 
AL 4-2191 
L 3-2835 


"AL 4-4171 


506 


522 
703 


500 
Bsmt. 
507 
1021 
1022 
921 
Lobby 
Lobby 


Lobby 











